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TRANSIENT ORGANIC MENTAL REACTIONS DURING SHOCK THERAPY 
OF THE PSYCHOSES: A CLINICAL STUDY* 


With electroencephalographic and psychological performance 
correlates 
BY PHILLIP POLATIN, M. D., HANS STRAUSS, M. D., AND 
LEON L. ALTMAN, M. D. 
[INTRODUCTION 

Shock therapy of the psychoses, particularly of dementia pre- 
cox, 1s at present confined principally to the administration of met- 
razol and insulin. Both the reduction of blood sugar, with conse- 
quent decreased carbohydrate metabolism of brain tissue produced 
by insulin, and the convulsions with cerebral anoxemia induced by 
metrazol may result in structural alterations of nervous tissue. 
These organic changes may be reversible or irreversible. Neither 
the exact pharmacophysiologie mode of action nor the cellular his- 
topathology of these two therapeutic methods is known precisely. 
Clinical evidence of neurological disturbances complicating shock 
therapy is abundant, These findings include the protracted insulin 
comas and the confusional states coincident with metrazol-induced 
convulsions. Although such signs of brain damage may be observed 
clinically, it has been possible to confirm these observations by cer- 
tain laboratory procedures involving the use both of the electro- 
encephalogram and of psychological performance on tests of con- 
cept formation.’ 

Excitement and motor hyperactivity, followed by confusion, 
aphasia, memory defect and disorientation, are described by Binz- 
ley and Anderson? in a case of prolonged insulin coma associated 
with hyperglycemia following the massive intravenous administra- 
tion of glucose. In this case, it was believed that the clinical signs 
were based on actual cellular damage—an encephalopathy resulting 
from interference with the normal oxidative processes. 

A death during hypoglycemic treatment of schizophrenia is de- 
scribed by Mackeith and Meyer,’ who noted histopathological 


*From the department of psychiatry, New York State Psychiatric Institute and Hospital. Read 
at the interhospital conference held at the Utica State Hospital, Utica, N. Y.., April 26, 1940. 
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changes consisting of fibrous glia proliferation in the white matter 
and considered anoxia to be the pathogenic factor. 

Kaston* describes a case of protracted coma characterized by 
deep unconsciousness, absent reflexes, ataxic movements, fever to 
103.8° F., and high blood sugar. There was complete amnesia for 
the duration of the illness, and no relation was evident between the 
clinical picture and the blood sugar level. 

In Robinson and Feaster’s® studies, the presumable brain 
changes resulting from insulin shock are considered due to intra- 
cellular anoxemia. 

Prolonged nonhypoglycemie coma in insulin shock therapy is con- 
sidered a symptom complex by Freed and Saxe®. Coma, convul- 
sions, hyperglycemia and confusion constitute the clinical picture. 
These authors describe the neurological findings as varied; the 
mental picture is one of organic deficit, manifested in memory de- 
fect, poor judgement, disorientation, motor ataxia and aimless 
hypermotility. Cellular changes in the hypothalamus are consid- 
ered the basis of the pathological physiology. 

Two cases of irreversible or hyperglycemic insulin coma have 
been presented by Wortis and Lambert’ in which coma persisted 
despite hyperglycemia after glucose was given by vein. ‘These au- 
thors feel that a depletion of substances other than sugar (neces- 
sary for brain metabolism) accounts for the protracted coma, and 
they succeeded in obtaining dramatic recovery by means of blood 
transfusion. : 

Hoagland, Rubin and Cameron’ have conducted numerous in- 
vestigations on the electroencephalogram during insulin hypogly- 
cemia, and have demonstrated that the brain waves during this 
state showed a decrease in alpha frequency paralleling the deelin- 
ing blood sugar. Alpha frequency in cases responding to glucose 
was restored by the injection of sugar, Strauss and Rahm? dem- 
onstrated abnormal brain waves in the course of metrazol therapy, 
the brain potentials gradually returning to normal within 45 min- 
utes after the cessation of the convulsive seizure. 

There would seem to have been up to the present no reports cor- 
relating clinical observations with electroencephalographie find- 
ings and psychological performance tests, to indicate organic brain 
injury during the shock therapy of the psychoses. 
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In the present series of cases, the standard technique for electro- 
encephalography was employed, the patient lying at rest in a dark- 
ened room, his eyes closed. Two pairs of electrodes were placed 
symmetrically in both occipital and frontal regions, so that trans- 
occipital, transfrontal and right and left frontooccipital records 
were obtained. A two-channel electroencephalograph with ink- 
writing recorders was used. 


Casze Reports 


Case 1. M. M., a white woman, age 28, single, admitted to the 
Psychiatrie Institute May 18, 1958, with a schizophrenia, catatonic 
type, of one year’s duration, was well nourished, of asthenie habi- 
tus, and tested normal on physical and laboratory examination. 
She was bizarrely manneristic, resistive, negativistic, attitudiniz- 
ing, and experienced auditory hallucinations. She exhibited a silly, 
inappropriate affect and appeared severely deteriorated, requir- 
ing complete care including tubefeeding. 

Insulin shock therapy (Sakel technique) was instituted on June 
9, 1939. After five weeks of treatment, the dose of insulin having 
reached 170 units, an improvement in the patient’s general mental 
condition was observed. Her productions were now coherent and 
relevant; she made excellent contact with her environment; her 
vatatonic, negativistie and resistive behavior disappeared, and only 
an inadequate shallow affect, together with auditory hallucinations, 
remained. Treatment was continued until August 5, up to which 
time the patient had received a total of 41 insulin treatments, re- 
sulting in 22 comas and one convulsion. On this date, she was given 
160 units of insulin. The patient was tubefed as usual after one 
hour and 15 minutes following the onset of coma. She failed to re- 
spond within one-half hour, She was then given by vein 20 e.e. of 
a 50 per cent solution of glucose. Coma persisted despite two sub- 
sequent intravenous injections of 20 ¢.c. of 50 per cent glucose solu. 
tions at one-half hour intervals. She remained in protracted coma 
for four hours, after which time she became conscious, responding 
to external stimuli, but was confused, disoriented, monosyllabie, 
unable to recognize anything in her environment. With this ecom- 
plete clouding of the sensorium, she presented a picture of the or- 
ganic reaction type. The following day, the patient was up and 
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about, appearing lethargic and confused. Her memory for recent 
and remote events was markedly defective, and she was completely 
out of contact with her surroundings. She moved very slowly, 
even when turning her head from side to side or when lifting her 
arms. When questioned she smiled broadly, often inappropriately, 
and either did not answer or replied in monosyllables which were 
frequently irrelevant. During the first hour after getting out of 
bed, she was observed veering to the right when walking and ex- 
tending her head to the right when sitting. This disappeared dur- 
ing the day. She was unable to find her room or the bathroom and 
appeared drowsy. Neurological examination failed to reveal any 
abnormalities of the cranial nerves, reflexes, or motor and sensory 
modalities. 

Three days after the period of protracted coma, the patient pre- 
senting essentially the same clinical picture, the psychological per- 
formance tests requiring concept formation were given. At this 
time, the patient was unable to make satisfactory classification of 
objects. Many of the groups formed were incoherent, and the rea- 
sons given for the formations were bizarre. Even after demonstra- 
tion, she was unable to repeat the groups formed by the examiner. 

Clinically the patient began to improve slowly, so that 10 days 
after the protracted coma her memory for past events was intact, 
with slight memory defect for the recent past; more spontaneous 
productions, better concentration and more efficient ability to re- 
eall what she was reading, were also observed. At this time, the 
psychological performance tests showed considerable improvement, 
The patient stated that she did not recall having been tested before. 
Her performance on one of the tests was good, but the other two 
were not carried out successfully although there were no unusual 
bizarre responses as on the previous examination. She was able 
to form a limited number of categories. At this time too, the elec- 
troencephalogram revealed in all leads little alpha activity, with 
many 4 to 5 per second potentials appearing in series and with 
very high amplitude. Twelve days after the protracted coma, with 
essentially the same clinical picture, the electroencephalogram re- 
vealed little alpha activity with many 3 to 6 per second potentials 
of high amplitude. 
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Approximately five and one-half weeks after the last coma, elini- 
eal improvement was marked, the patient being well oriented, pleas- 
ant and friendly, with no memory or other sensorial defects except 
a residual amnesia for the events immediately following and inelud- 
ing her severe and protracted insulin reaction. At this time, the 
psychological performance tests indicated that the patient worked 
much more rapidly than during previous tests, also her response 
to the instructions was more rapid. The quality of performance 
was markedly better than on the initial examination and showed a 
certain amount of improvement over the second testing. In spite 
of this improvement, the patient’s ability to form concepts and 
interpret categories was definitely inferior to that of an adult of 
normal intelligence. 

About seven weeks after the protracted coma, the patient’s elin- 
ical improvement was so marked that she was considered to have 
returned to her premorbid level. The sensorium was clear, hallu- 
einations had disappeared, the patient was well oriented, and her 
affect seemed appropriate although superficial, An electroenceph- 
alogram on this date revealed much alpha and beta activity with 
no abnormal potentials. Hyperventilation, however, produced some 
bursts of 6 per second activity of high amplitude. 

Case 2. M. H., a white man, age 45, single, admitted to the Psy- 
chiatric Institute June 20, 1938, with a manic-depressive psychosis, 
depressed type, of seven months duration, was well nourished, of 
athletic habitus and normal on physical and laboratory examina- 
tion. A control electroencephalogram was normal. 

Treatment with metrazol-induced convulsions was instituted on 
July 11, 1938, with an initial dose of 31% ¢.c. of 10 per cent solution 
of metrazol, resulting in a petit mal attack. Therapy was con- 
tinued three times weekly, until August 10, 1938, the dose of met- 
razol being increased gradually to produce convulsive seizures. Up 
to this time the patient had received 14 injections of metrazol, re- 
sulting in seven convulsions, with no unusual complications or se- 
quelae. Frequent electroencephalograms were taken during this 
period, all records returning to normal status after each treatment. 
On August 10, the patient was given 91% ¢.c. of metrazol by intra- 
venous injection, producing the usual convulsive seizure. For the 
remainder of that day, after recovering consciousness he appeared 
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confused, clouded, extremely quiet and listless, was unable to ree- 
ognize his surroundings or to remember his name. Orientation 
was disturbed in all spheres; memory for recent and remote events 
was markedly defective. This clouding of the sensorium was char- 
acteristic of an organic reaction type. Treatment was discontinued 
at this time. 

The next day there was no change in the mental picture, the pa- 
tient remaining confused, disoriented and with marked memory de- 
fect for recent and remote events. An electroencephalogram taken 
at this time revealed almost no alpha activity, but much serial 3 
to 4 per second potentials. 

live days after the organic reaction following the last induced 
convulsion, the patient was no longer confused, seemed more alert, 
friendly and sociable, although he continued to be forgetful, with 
less marked impairment of memory. An electroencephalogram 
taken at this time still showed the 3 to 4 per second waves, but with 
more alpha activity than the previous record. Two days later, with 
no particular change in the patient’s mental picture, the electro- 
encephalogram revealed some few 5 per second potentials which, 
however, did not appear in series. The quantity of alpha activity 
was still below the normal amount for this patient. 

Approximately two and one-half weeks after the last metrazol- 
induced convulsion, the patient was cheerful, pleasant and alert, 
with no residuals of confusion or gross memory defect. At this 
time, the electroencephalogram revealed normal findings. 

Case 3. E. W., a white woman, age 28, single, admitted to the 
Psychiatric Institute June 2, 1938, with a schizophrenia, hebephre- 
nic type, of two and one-half years duration, with one remission, 
was well nourished, of athletic habitus and normal on physical and 
laboratory examination. 

Metrazol-induced convulsant therapy was instituted on October 
7, 1938. An initial dose of 3 ¢.c. of 10 per cent solution of metrazol 
resulted in a convulsion. On December 2, 1938 the patient had re- 
ceived 23 injections, which produced 16 convulsions. Because she 
manifested evidence of amnesia, with inability to remember names 
and events, and a general clouded, sluggish state, treatment was 
discontinued. Three days later, the electroencephalogram revealed 
constant slow potentials of 3 to 4 per second activity and high am- 
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plitude indicating definite pathology. Six days after the last met- 
razol-induced convulsion, with no change in the patient’s clinical 
picture, the electroencephalographie record was essentially the 
same. Ten days following the organie reaction, forgetfulness, 
memory defect and the sensorium had cleared, and at this time nor- 
mal records were obtained on the electroencephalograph in all 
leads. 

Case 4. KK. J., a white man, age 32, single, admitted to the Psy- 
chiatric Institute January 10, 1938, with a schizophrenia, paranoid 
type, of three years duration, was well nourished, of asthenie habi- 
tus, and normal on physical and laboratory examination. 

Metrazol-induced convulsant therapy was instituted on October 
94,1938, with 4 ¢.c. of 10 per cent metrazol solution, resulting in a 
convulsion. On December 2, 1938, after the patient had received 
24 injections with 12 convulsions, treatment was discontinued be- 
cause he complained of severe ‘‘fog and forgetfulness,’’ with ob- 
jective indications of memory defect, especially for recent events. 
About two weeks later, an electroencephalogram revealed definitely 
abnormal brain waves of 3 to 4 per second frequency and high po- 
tentials more accentuated in the right frontal region. The forget- 
fulness and memory defects gradually disappeared in the course of 
the subsequent two weeks, but further electroencephalographie 
studies were not obtained. 

Case 5. C. M., a white woman, age 38, single, admitted to the 
Psychiatric Institute March 7, 1939, with a schizophrenia, catatonic 
type, of eight years duration, with remissions, was well nourished, 
of athletic habitus, and normal on physical and laboratory exami- 
nation. 

Treatment with metrazol-induced convulsions was begun March 
13, 1939, the initial dose being 5 ¢.c., resulting in a generalized con- 
vulsion. She had 10 treatments up to April 3, producing nine con- 
vulsions, with marked improvement in her mental condition and 
with excellent orientation. On April 4, following her tenth convul- 
sion, she manifested definite confusion, disorientation and memory 
defect, indicating the possibilities of organic brain injury. An elee- 
troencephalogram taken on this date showed slow potentials of a 
frequency of 2 to 3 per second of high amplitude. These were found 
bilaterally over the entire cortex, suggesting diffuse cortical path- 
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ology. After five days, spontaneous clinical improvement was ap- 
parent, with good orientation, disappearance of confusion, and no 
memory defects. Further electroencephalographic studies were 
unfortunately not obtained. 


SUMMARY 


Recapitulating the above cases, we find that in Case 1, alter two 
months of therapy, protracted coma followed an insulin dosage of 
160 units. Previous similar dosage, with identical duration of coma, 
did not result in a protracted reaction following gavage. The pa- 
tient had been maintained on a similar or even smaller daily in- 
sulin dosage for a considerable time prior to the protracted coma. 
There was consistent conformity of the electroencephalographie 
and psychological performances with the clinical status, all three 
exhibiting simultaneous improvement. 

In Case 2, following the fifteenth convulsive seizure, induced by 
914 e.c. of metrazol, a clinieally organic reaction (confusion, mem- 
ory defect and disorientation) was correlated with an abnormal 
electroencephalogram, which became normal as the patient’s clini- 
cal status returned to normal. 

Case 3 demonstrated the same correlation. 

Cases 4 and 5 revealed abnormal brain waves associated with 
severe memory defect. 


Discussion 


Whatever the nature of the cerebral structural changes oceurring 
in the few cases here presented, it may be surmised that these 
changes were not permanent, since clinical status, electroencephalo- 
grams and psychological performance tests manifested progressive 
and simultaneous improvement. In Case 1, however, despite the 
fact that the clinical picture had returned to the patient’s prepsy- 
chotie level, we find that the last eleetroencephalogram presented 
bursts of abnormal brain waves on hyperventilation. The final 
psychological performance test was likewise decidedly inferior to 
that of an adult of normal intelligence. It may consequently be in- 
ferred that some residual cerebral damage existed which could be 
elicited only by these finer laboratory techniques, not to be deter- 
mined merely by an objective, clinical evaluation. Thus far, it has 
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not been possible in individual cases to predict clinically the prob- 
ability of occurrence of protracted insulin comas or of prolonged 
severe organic reactions during the course of metrazol therapy. 

It is speculative whether frequent electroencephalographic 
studies and psychological performance tests on each patient dur- 
ing the course of shock therapy may reveal slight abnormal mani- 
festations which cannot be detected purely on clinical observation. 
Such abnormal manifestations, if recorded by these more delicate 
laboratory methods, may portend the onset of an undesirable or- 
ganic reaction. Consequently, such findings may be a more aceu- 
rate guide in planning treatment or even in checking it temporarily 
to prevent the development of a clinically observable organic men- 
tal reaction. In this group of patients, the degree of organie men- 
tal deficit could be definitely established by the type of eleetro- 
encephalogram recorded and by the psychological performance re- 
sponse. In other words, as the patient began to improve clinically, 
a return to normal activity was shown in the electroencephalogram 
and efficiency improved in the psychological performance tests. 


New York State Psychiatric Institute and Hospital 
722 West 168 Street 
New York, N. Y. 
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PSYCHOMETRIC STUDY OF INSULIN-TREATED SCHIZOPHRENICS 


BY DAVID WECHSLER, FLORENCE HALPERN AND EUGENTIA JAROS* 


The ensuing study is part of an investigation of the effect of 
insulin treatment on schizophrenic patients carried out at the Belle. 
vue Psychiatrie Hospital, other aspects of which have been re- 
ported elsewhere.’ * This part of the investigation consisted of 
the administration of some 30 mental tests to a group of 20 sub- 
jects, with the aim of discovering (1) whether changes in the clini- 
‘al picture of the patient were accompanied by concomitant changes 
in the intellectual functions of the individual, and (2) whether 
such observable differences on termination of treatment were of 
prognostic significance. 

Subjects and procedure, The subjects for this study consisted 
of patients taken seriatim from a larger number who had _ been 
recommended for insulin therapy by the psyehiatrie staff at the 
Bellevue Psychiatrie Hospital. All were males, ages 18 to 30, for 
the most part first admissions and in all instances diagnosed schizo- 
phrenia of a relatively short duration. After the subjects had been 
on.the medical ward for several days and just prior to the insulin 
treatment, they were given a battery of psychological tests which 
generally required three to four hours of testing and was usually 
spread over two or three sittings. After the treatment was termi- 
nated and imediately prior to discharge or commitment, the pa- 
tients were retested. Evaluation of results consisted of (1) com- 
paring the performances on the tests before and after termination 
of treatment, and (2) correlating the differences obtained with celin- 
ical findings. 

Selection of tests. The literature on schizophrenia contains 
eonsiderable data regarding the types of tests on which schizo- 
phrenics have been found to do more poorly than nonsehizo- 
phrenic patients. There is also indication that certain tests may be 
of value in the diagnosis of schizophrenia. But the data on this 
point are not conclusive, because results are generally given in 
terms of differences in mean scores in schizophrenic and nonschizo- 
phrenic subjects rather than in terms of obtained correlations be- 


*With the assistance of Miss Mary Bressler and Mrs. R. Downer. From the psychological de- 
partment, Bellevue Psychiatric Hospital, New York. 
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tween clinical and psychometric findings. In any case, the results 
of previous investigations offered little aid in the selection of tests, 
because in this instance interest lay not so much in diagnostic as 
in prognostic tests. All the cases had already been diagnosed as 
schizophrenia ; the object of the study was the discovery of a group 
of tests which would show differences in mental functioning, not 
between schizophrenic and normal subjects, but between the fune- 
tioning levels of the same subjects at different times. On this point 
there was little to pave the way, for the fact that a test is diagnos- 
tically useful gives no assurance of its forecasting value. Hence, 
the investigation was begun by using as many different tests as 
possible, those being successively eliminated which seemed to hold 
little promise of effectiveness or prognostic value. The initial 
group of 30 tests was reduced after the preliminary trial to 25, 

These were soon further reduced in number by the elimination 
of certain tests which proved unsatisfactory for one or another spe- 
cial reason. The final battery consisted of the following 15 tests: 


Bellevue General Comprehension Test Reproducing paragraphs 
Bellevue General Information Test Similarities Test 
Stanford-Binet Vocabulary Test Words in three minutes 
Army Alpha Directions Test Counting by 3’s 

Digits, forward Counting backward, 20-1 
Digits, backward Drawing of a man 
Vocational Interest Blank Rorschach Test 


Moral Discrimination Test 

These tests were given systematically to all patients included in 
the study except for an occasional omission of a test, through 
inadvertance or because of the discharge of a patient before the full 
retest had been completed. 

Treatment of data. Fach of the tests was scored in a manner 
ealled for by its original standardization except the Goodenough 
Drawing Test, for which a specially devised ‘‘schizophrenic”’’ test 
score was used instead of an M. A. rating. This test score was an 
attempt at representing quantitatively the degree of bizarreness 
or eccentricity of the drawing rather than the intelligence level of 
the subject. After the examination was completed, the raw scores 
made by each patient were entered in a table listing the various 
tests with rubrics marked ‘‘ Before’’, ** After’’ and ‘‘ Difference”’, 
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the difference being expressed as a percentage of change in the sub. 
ject’s score. For example, if a patient made a score of 8 on a given 
test when first examined and a seore of 10 when retested, the 
figures entered under the foregoing rubrics were 8, 10 and + 
20 per cent. The percentage of difference for various tests thus 
obtained could not, of course, be considered as necessarily equiva- 
lent, but were sufficiently approximate to allow for a semiquantita- 
tive comparison. This was effected as follows: A rating of 0 was 
assigned to a difference of less than 10 per cent between scores on 
the first and second tests; a rating of + for a positive change of 
10 to 20 per cent; a rating of 


+--+ for 20 per cent or more; a rating 
of — for a negative change of —10 to —20 per cent; —— fora 
change of —20 per cent or more. 

Table 1 shows the distribution of changes in test performance 
made by the subjects studied. To save space most of the tests 
which proved ineffective, hence were not used in the final treatment 
of the data, have been omitted. 

After the results of the tests had been tabulated in the manner 
indicated in Table 1, attempt was made to evaluate their useful- 
ness by comparing them with ratings of the subject’s condition (a) 
at the end of treatment, and (b) at the end of a period varying 
from six months to a year alter treatment. The ratings used were 
those of the psychiatrists, who upon termination of the treatment 
used the following categories: 

1. Full remission 

2. Social remission 

3. Remission with defect 

4. No significant improvement 

As will be seen, this scheme amounts to a fourfold classification 
of the patient’s relative improvement in qualitative terms. For all 
practical purposes, it amounts to a qualitative appraisal of the 
patient’s condition, ranging from ‘‘marked improvement’? to 
‘‘no improvement.’’ In the present instance, categories 1 and 2 
were grouped together as standing for ‘‘marked or significant im- 
provement,’’ 3 and 4 as indicating ‘little or no improvement.’ At 
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the time of discharge, two or three ratings were on hand for each 
subject, these being averaged. Agreement between the psychia- 
trists was generally close, but in some cases discrepant; where this 
occurred, the disputed cases were eliminated from the final tabula- 
tion. This accounts in part for the reduction in the number of 
eases ultimately included in the series. The mean psychiatric 
ratings made on subjects immediately after and 6 to 18 months 
after treatment are given in Table 2. 

Evaluation of the individual tests was made by one of two meth- 
ods: (1) calculation of the coefficients of colligation between test 
score differences and psychiatrists’ ratings; (2) calculation of the 
percentage of correspondence* between score differences and the 
psychiatrists’ ratings. The coefficients of colligation were ealeu- 
lated from a fourfold table by the usual method, the percentage of 
correspondence from the same table. 

After a correlation between individual tests and final ratings 
had been calculated, an attempt was made to assemble an 
optimal battery of tests that could be used as a measure of forecast- 
ing ability. Various combinations of from three to eight tests were 
tried, the best results coming from a combination of the following 
five tests: Directions Test, Similarities Test, Words-in-three-min- 
utes Test, Counting-backward-by-3’s Test, and the Vocational In- 
terest Blank. A subject’s final score was the algebraic sum of his 
plus (+), zero (0), and minus (—) scores on these tests. 

Results: The coefficients of colligation and percentage of agree- 
ment data for the majority of the individual tests used, together 
with those of the optimal test battery, are shown in Table 3. Ex- 
amination of the table shows the large variability in the effective- 
ness of the individual tests. 


*“Percentage of correspondence” is calculated by adding the number of cases in which there is 
agreement between psychiatrists’ and tests ratings relative to improvement of a given patient, to 
those cases in which there is agreement regarding lack of improvement, then dividing the sum by 
the total number of cases; thus, using the notation usually employed in drawing up a colligation 
table, the percentage of agreement (A.) is given by the formula, 

(A)= 2k 2 

Pp + Nn+ Pn -+ Np. 

It should be noted that 50 per cent agreement is what micht be expected on the basis of pure 
chance, hence is represented by a “0” correlation. 
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TABLE 2. PSYCHIATRIST’S AND TEST RATINGS OF INDIVIDUAL SUBJECTS 


—— — 














Condition (psychiatric 
Subject Psychiatrist’s rating Composite test ratings rating) 6 to 18 
after insulin after insulin months after 
treatment treatment treatment 
A 3 4 2 
B 3 —2 4 
C 1.5 : 1 
D 3 2 4 
y 2 1 2 
F 4 —2 4 
G 4 —3 4 
H 2 3 3 
I 2 4 2 
J 1 3 1 
K 2 2 4 
L 3 —l 3 
M 2 5 2 
N 1 4 1 
O 4 0 3 





TABLE 3. ‘‘CORRELATION’’ BETWEEN CONDITION OF SUBJECTS 6 MONTHS TO 18 MONTHS 
AFTER TREATMENT AND CHANGES IN MENTAL EFFICIENCY AS MEASURED 














BY TEST ScoRE DIFFERENCES AT TIME OF DISCHARGE 
Coefficient 
Test of colligation Agreement 
Per cent 
Comprehension ..... eee rey s pAb aed ere 08 53 
FRENTE oo pain 084d 655s sd ER ees DE ROS 20 60 
Vocabulary ....cccccssces rere eoaelnen ° 22 40 
PAE has 0S6h arene soso edaraawne p 42 67 
Digits backward ....... (Lishieteesseeeans 17 47 
Repetition of paragraphs ........ oeeecces oe 17 57 
MOMMEMEME $s esdisbeawindena neues sare ioaoinh 50 73 
PORTED MEE i ksianccccesccvacenenasd 33 67 
CR EW tecbevns ndndsensessensesen ° 55 77 
Counting backward ........ceseseecceee aoe .00 50 
Substitution ..... TOTTI eT Tee eee ee Af 55 
Vocational intoreste® c..ccicsscvccccceccscee 61 80 
Drawing of man .......... Uhieenseeseene 29 64 
Rorschach global rating I .............44. 08 53 
Rorschach global rating II.......... reer T 46 73 
POE SF 90.660405 000000000 0ebeesnceaee 34 67 
| I ee —.17 53 
Rorschach per cent F+- .......cccececcces 08 53 
Battery of five tests ...... senesene eeesee ee 73 87 














JULY—1940—B 











472 PSYCHOMETRIC STUDY OF INSULIN-TREATED SCHIZOPHRENICS 


In general, tests (such as the vocabulary test) on which previous 
investigation has shown schizophrenic patients to do only a little 
less well than normals also showed little discriminating value as 
measures of change in the mental state of the patient before and 
after treatment. On the other hand, tests of mental control or speed 
of association, and those requiring sustained effort of attention 
(e. g. the Directions Test) showed greatest changes before and 
after treatment. But it is not possible to predict, on the basis of 
such considerations alone, which tests will prove most effective. 
Particularly surprising in this instance was the experience with the 
Rorschach, which turned out to have only a relatively low foreeast- 
ing value. As others* seem to have had different results with this 
test, one of the writers (IF. I.) is now reworking the original data 
to see whether more expert scoring or a different type of appraisal 
will reveal more significant correlations than those found by the 
methods used in this study. 

We shall now consider those tests which proved to be of most 
prognostic value, In this connection, it should be noted again that 
the appraisal of tests was not made in terms of absolute scores but 
in terms of differences in scores attained by the patient at the out- 
set and at the completion of his insulin treatment. A test was con- 
sidered to have prognostic value when these differences showed a 
significantly positive correlation with the patient’s condition six to 
18 months after completion of the insulin treatment. The present 
study is thus an attempt to assemble not a battery of tests which 
will indicate which patients will show improvement at termination 
of treatment, but one which might be used to forecast the likelihood 
of patients remaining improved (or unimproved) for any consider- 
able time thereafter. 

The final prognostic battery consisted of the following five tests: 
Voeational Interest Blank, Counting-by-3’s Test, Similarities Test, 
Directions Test and the Word-naming Test. Of these the most et- 
fective was the Vocational Interest Blank, which correlated to the 
extent of .61 with final clinical ratings. This blank, devised by the 
senior author to measure masculinity and femininity trends, con- 
sists of an alphabetic list of 30 selected vocations. The subject in- 
dicates his preferences by putting a circle around the letter L if he 
would like to work at the position named, and a circle around the 
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letter D if he would dislike it. Evaluation of data as used merely 
consisted of totaling L’s encircled by the patients, then comparing 
the number chosen before with that chosen after insulin treatment. 

Patients who improved after therapy showed a large increase in 
the number of L’s encircled on the Vocational Interest Blank, 
whereas those not improving showed negligible differences between 
pre-and postinsulin test scores. Considering the extreme simplie- 
itv of the test and the minimal use of the data it furnishes, it is 
hard to explain why the test proved so effeetive except that the 
number of ‘‘likes’’ encircled by a patient is seemingly some indi- 
eation of his interest in the external world. Apparently, when the 
patient is improved there are many more things which he thinks 
he is able to do. 

The test which correlated second highest (w*==.55) with final 
criteria was the Counting-by-3’s Test. This test, as used in this 
study, consisted of asking the subject to count by 3’s beginning 
with 1, thus, 1, 4, 7.... The subject was allowed to continue until 
he reached 40, a time and error record being kept of his perform- 
ance. Interestingly enough, the time score proved to be more sig- 
nificant than the errors and was the sole item used in the final seor- 
ing of the test. Counting by 3’s may be looked upon as a sort of 
mental control test, involving speed of association. As we know 
from previous studies, this associative function is markedly dis- 
turbed in schizophrenia, but it was surprising to find such a simple 
test bringing it out so effectively. 

The test which showed up third best in the study was the Simi- 
larities Test (w==.50). This was taken from the Bellevue Intelli- 
gence Scale and required the subject to state in which way some 
things are alike, for example a coat and a dress. The subject’s re- 
sponses on the individual items are scored as either 0, 1, or 2, de- 
pending upon the quality of the generalizations. The test has usu- 
ally been referred to as a measure of abstract reasoning ability ; 
while it may have this function to some degree, it is dependent 
upon a number of adjuvant factors, one of the most important being 
the individual’s capacity to see the relevant aspects of a situation. 
It is precisely this capacity which is markedly impaired in schizo- 
phrenia, and which the Similarities Test seems to bring to the fore. 


*=omega. 
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The fourth test included in the maximum battery was the Diree- 
tions Test. Its correlation (w) with the criterion was .42. In 
giving the test, alternate forms of the Army Alpha Test were used, 
forms 5 and 8 being interchanged, The disability shown by the 
schizophrenic patients in following directions is well known. It is 
generally ascribed to self-preoccupation or disturbances in the as- 
sociative processes. Accordingly, improved scores on this test 
would indicate lessening of these disturbances. 

The last test included was the Naming-of-words-in-three-min- 
utes Test. This was the least effective of the five tests, from the 
point of view both of prediction and of reliability. Its coefficient of 
eolligation was only .33 or barely twice its probable error.* The 
test was included because it increased the correlation of the battery 
as a whole with the ratings of the patient’s final clinical condition, 
thus adding to the battery’s predictive value. The test probably 
measures the same functions as those involved in the Counting-by- 
3’s Test, but is influenced to a considerable degree by the subject’s 
linguistic facility. 

We shall now discuss the forecasting value of the test battery in 
relation to clinical findings. This forecasting value, as already men- 
tioned, is based on the correlation between test scores on the final 
battery selected and the clinical estimates on stated conditions six 
to 18 months after treatment. The range of test scores was from 
—2 to +4, the range of clinical ratings from 1 to 4. A test seore 
of 2 divided the population of 15 into two groups, seven improved 
and eight unimproved. Of the seven rated improved, checkup of 
the patient six to 18 months after treatment showed that six of the 
patients were still improved, and one unimproved. Of the eight 
patients rated by tests as unimproved, six were shown to be unim- 
proved according to clinical checkup, and two improved. Of the 
total cases regarding which a forecasting was made, it was found 
that in 13 of the 15 cases the tests correctly foretold the condition 
of the patient. The percentage of agreement on this basis is 87, 
the coefficient of colligation being .73+.119. These findings indi- 
cate that the battery of tests finally assembled gives a fair forecastt 

*With 15 cases, to obtain a reliable correlation, i. e., one whose magnitude is three times that of 
its P. E., the coefficient of colligation must be at least .50. The P. E.’s for the five tests were as 
follows: vocational interest, .143; counting by 3’s, .165; 


; Similarities, .168; directions, .180; words 
in 3 minutes, .165; and for the battery as a whole, .119. 
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of the degree of remission and relapse that may be expected in pa- 
tients receiving insulin treatment. 

The above results will now be compared with the psychiatrists’ 
ratings of the patients at the time of termination of treatment. 
When treatment was terminated, psychiatrists rated eight of the 
patients as improved and seven as unimproved. Of the eight rated 
improved, six remained improved at the end of the 18 month period 
and two were found to be unimproved. Of the seven diagnosed 
unimproved, six were unimproved and one improved. This gives 
a percentage of agreement of 12 out of 15 or 80 per cent for both 
categories, and a coefficient of colligation of .62. 

Two points In this comparison are worthy of attention. The first 
is that the patient’s mean score on the test battery at termination 
of treatinent gave a better forecast of his condition six to 18 months 
after than did the psychiatrists’ ratings made at the same time. 
The difference is largely attributable to the fact that the psychia- 
trists rated more of the patients as improved at termination of 
treatment than did the tests. This does not mean that the psychia- 
trists’ rating at the time represented incorrect appraisal of the 
patient’s condition, but that the improvement, such as it was, 
turned out to be transitory in some of the cases. This gives rise to 
the question of the implication of the term ‘‘improved’’ when used 
to describe a patient who has received the insulin treatment. Taken 
in its most general sense, the term of course does not imply definite 
duration of the effected changes, but obviously unless these changes 
are assumed to endure for some considerable time, there is little 
point in saying that a patient has improved. In any ease, differ- 
ences of opinion regarding the number of patients who have im- 
proved as a result of the insulin treatment is due in part to the 
difference in time allowed to elapse before judgement regarding 
this is expressed. This has been the experience of most observers. 
In the case of the patients investigated in this study, the number of 
patients declared improved immediately after insulin treatment 
constitute approximately 65 per cent of the total, whereas recheck- 
ing of the patients’ status six to 18 months after treatment brought 
this percentage down to more nearly 45 or 50 per cent of the total. 


tIt should be noted that the forecast was based on the averaged score of five tests. While the 


correlations of some of the tests with the criterion were relatively high, the corresponding forecast- 
ing efficiency of any one of them was insufficient for predictive purposes. 
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Critical evaluation of test results also brings up the question 
whether the insulin therapy may not in some cases have a detri- 
mental effect on patients treated. It is clear that if a rise in test 
scores is interpreted as an improvement in the mental condition of 
the patient, then a falling off in test scores ought to be interpreted 
as a negative effect. The number of cases here studied is too small 
to give unqualified proof of this effect, but the results, such as they 
are, do favor such an interpretation. A fair percentage of these 
patients showed not only no improvement, but definite impairment 
of functions as indicated by negative test score differences. Ae- 
cordingly, it seems reasonable to presume that the condition of 
some patients may become worse through insulin treatment. The 
conclusion, of course, is not inevitable because some of the patients 
would relapse if they had not been treated at all; but it is clear 
that the negative results cannot be disregarded. The whole prob- 
lem needs further investigation, by a method which would be sup- 
plemented by comparable control cases. 

SUMMARY 

A comparative psychometric study of the mental efficiency of 
schizophrenic patients immediately before and after insulin treat- 
ment suggests the possibility of a psychological test battery capable 
of forecasting the probable effects of insulin therapy to a consider- 
able degree. A test battery consisting of a vocational interest blank, 
tests of counting by 3’s and naming words in three minutes, a simi- 
larities and a directions test, gave a correlation of .73 and a per- 
centage of correspondence of 87 with a clinical appraisal of the 
patient’s condition six to 18 months after termination of treatment. 
This correspondence was closer than the correspondence between 
the psychiatrists’ ratings at the time of termination of treatment 
with clinical findings recorded after a six to 18 month period. 
Analysis of the psychometric findings suggests the possibility that 
certain patients may be harmed rather than improved by the insulin 
treatment. 
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THE PREVENTION OF METRAZOL FRACTURES BY 
BETA-ERYTHROIDIN HYDROCHLORIDE 


BY 8S. R. ROSEN, M. D., D. EWEN CAMERON, M. D., AND J. B. ZIEGLER, M. D. 


This paper presents a method for alleviating the severity of the 
therapeutic metrazol convulsion. Repeated reports have appeared 
concerning the occurrence of fractures, particularly in the thoracic 
vertebrae and in the femora, as a consequence of metrazol treat- 
ments.” * * *° 

The writers have already shown that a convulsion of the severity 
found in epilepsy does not ordinarily produce fractures.’ It was 
therefore planned to attempt working out a method to reduce the 
severity of the metrazol convulsion at least to the degree found in 
the epileptic grand mal seizure. Preliminary experimental work 
on dogs’ showed that either curare or beta-erythroidin could pro- 
duce the desired effect, but the side reactions and extremely vari- 
able potency of curare rendered erythroidin the drug of choice. The 
work was then transferred to the human subject. 


PROCEDURE 

Beta-erythroidin hydrochloride is prepared in 10 per cent sterile 
aqueous solution by sterile filtration. About 1.5 grams is generally 
sufficient for the average 60 kilogram patient, the range being from 
1.2 to 2.2 grams. 

The fasting patient is prepared in the usual manner for metrazol 
therapy. The drug is given intravenously at the rate of 400 mgm. 
per minute, and is continued to a point at which the patient de- 
velops moderate dysarthria (indicated by a thickening and slurring 
of speech). Previous to this stage there may be ‘‘head symptoms,”’ 
i.e, the patient will state ‘‘I feel funny,’’ ‘‘everything is spinning 
around,’’ or ‘‘it feels like I’m floating.’’ Ptosis of the eyelids is 
frequently present in varying degrees. Sometimes the patient will 
complain of blurring vision, or of difficulty in speaking or swal- 
lowing. There is apparently some tendency for him to overstate 
his difficulties. Occasional fall in blood pressure may occur as a 
result of idiosynerasy or of excessive rate of administration. Com- 
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plaints of respiratory embarrassment usually precede the desired 
lysis by 200 to 400 mgm. With experience it is not necessary to 
check these vital indices after the first two or three treatments, 
since it is usually fairly safe to carry the patient to the stage of 
dysarthria if the latter is attained with less than 2 grams of the 
drug. In the occasional instance where drug idiosynerasy may 
occur during the first treatment (as indicated by marked fall in 
blood pressure, rapidly increasing pallor, sudden appearance of 
dysarthria or complete ptosis, and finally, dilatation and fixation 
of the pupils), treatment should be immediately terminated with 
2 to 4 ¢.c. of 1:2000 prostigmin intravenously. Subsequent treat- 
ments should be given at a slower rate, i. e. 100 to 200 mgm. per 
minute, and should be carried no further than the stage of mild 
dysarthria. Dysarthria is accompanied by a general skeletal as- 
thenia, although complete paralysis has not been known to occur. 

Since most of this action vanishes in five to 20 minutes, the metra- 
zol dose should be administered within five minutes, preferably 
three minutes, after the stage of dysarthria is reached. The result- 
ing seizure follows the usual metrazol pattern, save that the sever- 
ity of all stages is markedly reduced. Seizures are rarely ‘‘missed”’ 
if the pulse rate at the time of injection with an adequate amount 
of metrazol is less than 96. The patient recovers consciousness in 
five to 15 minutes after termination of the seizure, although he may 
be somewhat confused for one-half to one and one-half hours there- 
after. On occasion, there may be fairly severe postseizure respira- 
tory depression marked by increasing cyanosis, short jerky respi- 
rations and bradycardia. This can be rapidly counteracted by the 
intravenous injection of 1 to 2 ee. of 1:2000 prostigmin. This 
drug should always be available when treatments are to be given. 
Not only does the respiration become normal with rapid disap- 
pearance of the cyanosis within 30 to 40 seconds after injection, 
but within one to two minutes the patient may regain conscious- 
ness in a period considerably shorter than in the average treat- 
ment. The recovery period shows no other unusual features. For 
the present routine, treatments were given on alternate days. 
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ReEsvuLtTs 

A group of 37 patients was treated, consisting of 17 schizophre- 
nics, 10 manic-depressives, seven suffering from involutional psy- 
chosis, and three from compulsive neuroses of long standing. A 
total of 156 seperate treatments were given, with 139 resulting 
seizures. 

Roentgenograms of the vertebral column were taken in 26 cases, 
and found to be entirely negative. In all the 11 remaining in which 
circumstances did not permit the expense of plates, careful clinical 
evaluation revealed no evidence of fractures. The important ques- 
tion whether the considerable modification of the severity of the 
convulsion interferes with the therapeutic efficacy of metrazol can 
be answered by stating that of the 37 patients treated, 29 have been 
discharged in satisfactory remission. The average number of 
treatments per patient was 4.2. The average hospital stay was 
19.3 days. No fatalities occurred. Three patients who relapsed 
within a three month interval after therapy all responded well to 
further treatment. 


SUMMARY 


1. A method is presented for alleviating the severity of the 
metrazol convulsion by the intravenous use of beta-erythroidin 
hydrochloride. 

2. Thirty-seven patients were given a total of 156 treatments 
with 139 resulting convulsions. No roentgenographie or clinical 
evidence of fractures was found. 

3. Symptoms of beta-erythroidin hydrochloride overdosage 
were readily dissipated by the administration of prostigmin. 

4, This method does not interfere with the usual results of met- 
razol convulsive therapy in the psychoses. 


Albany Hospital and Albany Medical College 
Union University 
Albany, New York. 











480 THE PREVENTION OF METRAZOL FRACTURES 


ACKNOWLEDGEMENT 


Beta-erythroidin hydrochloride was obtained through the eourt- 


esy and valuable assistance of Merck and Company, Rahway, New 


Jersey. The solutions were prepared by Miss Pauline Schafer, 
laboratories of the Albany Medical College, Albany, New York. 


on 


REFERENCES 

Bennett, B. T., and Fitzpatrick, C. P.: 

J. A. M. A., 112:2240, June, 1939. 
Hamsa, W. R., and Bennett, A. E.: 

J. A. M. A., 112:2244, June, 1939. 

Polatin, P., Friedman, M. M., Harris, M. M., and Horwitz, W. A.: 

duced by metrazol-induced convulsions. J. A. M. A 


Somers, D. C., and Richardson, R. P.: Bilateral fractures of the femoral necks caused by 
metrazol convulsions. Aim. Jour. Psychiat., 95:1193, March, 1939. 


Fractures of the spine complicating metrazol therapy, 
Traumatic complications of convulsive shock therapy. 


Vertebral fractures pro- 
.. 112:1685, April, 1939. 


Meduna, L. von, and Friedman, E.: The 
J. A. M. A., 112:501, February, 1939. 
Unpublished data. 


Rosen, 8S. R., Ziegler, J. B., and Cominole, B.: Pharmacologic modification of the metrazol 
convulsion. Jour. Am. Pharm. Ass., 29:164, April, 1940. 


convulsive-irritative therapy of the psychoses. 


THE MODE OF ACTION OF ERGOTAMINE TARTRATE IN 
PSYCHOTIC PATIENTS 
BY ESTHER BOGEN TIETZ, M. D., PH.D. 
INTRODUCTION 


Preliminary studies of psychotic patients undergoing treatment 
with small doses of ergotamine tartrate (1 mgm. orally per day) 
have demonstrated that aggressive symptoms, either directed 
against the patient or against external objects or persons, can in 
some cases be greatly relieved by this drug.' A further series of 
150 cases confirmed the opinion that the drug mitigated aggressive- 
ness. Other investigators have likewise reported its effeet on men- 
tal states." It seemed wise, therefore, to determine whether this 
improvement in behavior was associated with a depression of 
the sympathetic activity in the end-organs, such as the smooth mus- 
cle of the stomach, vasomotor apparatus, and the liver.2*** If 
the amount of medicine used paralyzed these end-organs, or at least 
inactivated them markedly, it might be concluded that the improve- 
ment in mental state under ergotamine therapy is at least asso- 
ciated with, if not due to, a peripheral action of the drug. 


MetHuop 


Ten patients were selected who had in common only that they 
were women, and that they were difficult to handle because of de- 
structive impulses which caused them to be suicidal, homicidal or 
to tear and soil their clothes. All had been ill for over one year. 
Six of the patients had been diagnosed on admission as schizophre- 
nic, three manic-depressive, and one paretic. Their daily behavior 
was noted, and records were kept of restraint necessary for each. 
The following daily observations were recorded: rectal tempera- 
ture, pulse rate and blood pressure. Weekly determinations were 
made of weight and blood sugar, calcium and phosphorus. At times, 
the patients were so resistive that it was impossible to make the 
tests; when this occurred, it was reported by a blank in the table. 
The values obtained for temperature, pulse rate and blood pres- 
sure were averaged for each week, and where more than one blood 
chemistry determination was made these also were averaged for 
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the week. The patients were observed for one week, then daily oral 
doses of 1 mgm. of ergotamine tartrate (Gynergen-Sandoz) were 
given for three weeks, during which time the observations were 
continued. During the course of the experiment no change was 
made in the routine care or diet. 


Case MATERIAL 

Case 1. R.S. was admitted in November, 1933, at the age of 23 
as a schizophrenic. Her mother and one brother had been men- 
tally ill. She had a silly laugh, was suicidal and occasionally vio- 
lent. She refused to eat and had to be continuously restrained at 
the time ergotamine was initiated four years later. Under ergo- 
tamine therapy, her appetite improved markedly. She ate, and was 
released from restraint. Iler writing became freer and more ob- 
jective; the patient actually composed a letter during the second 
week after treatment started. She relapsed a month after treat- 
ment was discontinued. Later she was given insulin and showed 
definite improvement, but relapsed shortly afterward. 

The table indicated a drop in the average temperature the first 
week of treatment, with a slight steady rise thereafter. The sys- 
tolic blood pressure increased markedly the first week and main- 
tained some of this increase the other two weeks, while the diasto- 
lie did likewise. The average pulse pressure showed a constant 
drop during the three weeks; however, the rate remained un- 
changed. Because of the patient’s violence, the weight could not 
be taken during the first two weeks, but she gained two pounds 
during the last week. The blood sugar showed a slight drop during 
her three weeks of treatment; the blood calcium did likewise. The 
blood phosphorus dropped the first week, but thereafter returned 
to its initial level. 

Case 2. E. W. was admitted on December 19, 1935, at the age of 
29, diagnosed manic-depressive psychosis, manic type. The pa- 
tient was hallucinated and had paranoid ideas. She was loud and 
noisy, thought she was a movie actress, and was continually 
‘*broadeasting over the radio.’’ She had to be restrained because 
of her noisiness and destructiveness. When the treatment was 
begun, 15 months later, she was noisy, destructive and stereotyped 
in action, appearing to be schizophrenic. She showed marked im- 
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provement resulting from the ergotamine, and began to take in- 
terest in things. She wrote to her baby and husband, then shortly 
afterward went home. She made an excellent adjustment, and at 
this time is apparently completely recovered. 

The temperature in this patient was unchanged the first week, 
put rose steadily thereafter. The blood pressure went up steadily. 
In this case, the pulse pressure and rate dropped. The weight in- 
ereased steadily after the first week. The blood sugar was slightly 
increased during the period of treatment. The blood caleium 
showed a drop the first week, with some increase the seeond and 
third weeks although the initial value was not regained. 

Case 3. B. P., a university student, was admitted in January, 
1935, at the age of 18, diagnosed hebephrenic schizophrenia. She 
was hallucinated and homicidal, refused to eat, and had to be re- 
strained. She showed some improvement several times in the course 
of treatment with psychotherapy and general handling, but would 
always relapse. After two vears, she was given ergotamine treat- 
ment, becoming more tidy and cooperative, eating well, and appar- 
ently making a better contact with reality. She wrote organized 
objective letters during the third week of treatment, although her 
first week’s letters were mere seribbles. Two weeks after ergota- 
mine was discontinued, however, she relapsed. In December, 1937, 
she received insulin treatinent and seemed to make a fairly good 
recovery, but within a month she began to show abnormal symp- 
toms and her mother returned her to the hospital. She reeeived 
metrazol with no improvement, and at this time is a elinieal prob- 
lem—destructive, dangerous, completely dissociated. 

The average temperature showed little change in this ease, a 
slight increase being noted the second week. The average blood 
pressure showed little change, pulse rate likewise. The patient 
gained three pounds in weight during the treatment. The blood 
sugar seemed somewhat diminished during the first two weeks of 
treatment. The blood calcium and phosphorus were unchanged. 

Case 4. M. M., admitted in December, 1932, at the age of 33, was 
diagnosed manic-depressive psychosis, Her mother had been psy- 
chotic. The patient seemed definitely manie at first, but soon turned 
into a rather typical hebephrenic schizophrenic, with echolalia, 
perseverations, neologisms and untidiness. She remained in this 
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condition for several years, and exhibited deteriorated, aggressive 
behavior at the time she was selected for this study (four years 
after admission). There was considerable improvement after the 
treatment was started and for a few days after the treatment 
was stopped; the patient achieved much better contact with her 
surroundings, was pleasant, tidy and interested. She relapsed a 
week after treatment was terminated. In 1938, one year later, she 
was given insulin and metrazol treatment, showing almost no 
change under any of these treatments. 

The temperature in this case showed a steady rise during the 
course of treatment. The systolic pressure dropped slightly the 
second week and showed some increase the third week. The dia- 
stolic pressure did not change. The pulse pressure showed an in- 
crease the first and third weeks, the pulse rate remaining un- 
changed. There was apparently a slight rise in weight the first 
week with a loss thereafter. This patient was so disturbed that 
chemical tests were impossible and weight determinations were 
unreliable. 

Case 5. EK. W. was admitted in February, 1933, at the age of 27, 
diagnosed schizophrenia. She was silly, resistive, untidy, disasso- 
ciated and violent. She showed much improvement during the ergo- 
tamine therapy, given four years later: she became less aggressive, 
quieter and more cooperative; she stopped tearing her clothes, and 
wrote pleasant and loving words instead of gruesome, threatening 
ones, ‘Ten days alter ergotamine was stopped, she became very 
violent, refused to cooperate, and was badly disturhed. The pa- 
tient has since been given metrazol and insulin therapy, with no 
improvement. 

The temperature in this ease showed a slight ineonstant rise. 
The systolic pressure showed a slight drop which returned to the 
original level in the third week, and the diastolic pressure likewise 
dropped slightly. The pulse pressure showed an irregular fluctua- 
tion. The pulse rate dropped at first but returned to pretreatment 
level the third week. The weight dropped the first, regaining two 
pounds in the successive weeks. The blood sugar showed a slight 
drop, with a return in the second and third weeks. The caleium 
showed a drop the first week, with a return in the second and third 
weeks. The phosphorus remained unchanged. 
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Case 6. A. C. was admitted on February, 1936, at the age of 47, 
as a manic-depressive. She had had numerous previous attacks, 
the last being in 1932. She became excited and overreligious, had 
hallucinations and delusions. It became necessary to restrain her 
because she was destructive and noisy and would fight with the 
other patients. She became more cooperative after the ergotamine 
was given a year later, helping somewhat with the work, no longer 
destroying her clothes, and writing coherent organized letters, She 
partially relapsed, however, and even though given metrazol ther- 
apy has shown no improvement since. 

The temperature showed a slight increase during the period of 
treatment. The systolic pressure showed a definite rise the first 
week, as did the diastolic pressure. The pulse pressure gradually 
dropped. The weight markedly increased. The blood sugar showed 
agradual slight increase. The calcium showed a drop, and the phos- 
phorus remained essentially unchanged. 

Case 7, KH. G. was admitted in March, 1936, at the age of 54, in 
the depressive stage of a manic-depressive psychosis. She did not 
want to eat, and said there was no hope for her. She was untidy. 
A year later, during the treatment with ergotamine, she became 
cooperative and tidy, ate well, showed some interest. Ten days 
after ergotamine was discontinued, the patient was almost back to 
her former state. 

Her temperature showed a slight increase during the treatment 
period. The diastolic pressure fluctuated so that there resulted an 
increase in the pulse pressure in the first two weeks of treatment. 
The pulse rate had slightly increased, There was a one pound 
weight increase, while the blood sugar dropped slightly and then 
maintained a constant increase. So far as could be ascertained by 
tests, the calcium and phosphorus did not change. 

Case 8. H. B., admitted in April, 1936, at the age of 33, was diag- 
nosed manic-depressive psychosis. She heard voices, had delusions 
and ideas of reference. She was withdrawn and somewhat antago- 
nistic. After treatment with ergotamine, a year later, the patient 
showed better affect and lost much of her resistiveness. As soon 
as the ergotamine was discontinued, the patient relapsed. 

In this case, the temperature was not changed. The systolie pres- 
sure increased and the diastolic pressure slightly increased, the 
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pulse pressure remaining fairly constant. The pulse rate was un- 
changed. There was a gain in weight of one pound. The initia] 
blood sugar was not taken, so that its direction could not be ascer- 
tained. The blood calcium showed a significant drop. 

Case 9. IF’, B. was admitted on August 20, 1936, at the age of 36: 
diagnosis, general paresis. She received malaria therapy before 
admission, but remained noisy and aggressive. She received con- 
tinuous treatment with thiobismuth and tryparsamide. Markedly 
suicidal, she was constantly noisy and cried a good deal before the 
ergotamine treatment began. She showed slight improvement with 
the ergotamine, becoming quieter and more friendly. In February, 
1939, she received 12 artificial fever treatments with definite im- 
provement in her condition. 

The temperature was definitely increased. The systolic and dia- 
stolic pressures remained fairly constant, but the pulse pressure 
showed a slight drop. The pulse rate was steady. The patient 
gained three pounds in weight. The blood sugar dropped slightly. 
The blood calcium in this ease was rather irregular, being higher at 
the end of three weeks. The blood phosphorus was unchanged. 

Case 10. M. W., admitted on October 25, 1930 at the age of 25, 
was diagnosed catatonic schizophrenia. She was single, and had 
been graduated from high school eum laude. On admission, the 
patient was excited and resistive; she exhibited many stereotyped 
movements, childish expression and ideas of depersonalization and 
reference. She was destructive, tearing her clothes into tiny bits. 
She has shown little improvement. She became rather affectionate 
after the administration of ergotamine (seven years later), and 
stopped tearing her clothes. Her letters, which were scribbles at 
first, gradually took definite form and, during the third week, she 
wrote to her mother asking for food. Within four days after the 
treatment was discontinued, she became upset again; when the 
ergotamine was resumed, she showed improvement within three 
days. Later treatment with insulin and metrazol were equally in- 
effectual. 

In this case, the temperature showed a gradual drop during 
treatment. The systolic pressure dropped the first two weeks, as 
did the diastolic pressure and the pulse pressure. The pulse rate 
showed little change. The patient gained four pounds. The blood 


| 





4 


PH.D. 


M. D., 


TIETZ, 


OGEN 


B 


> 
a 


ESTHE!I 


OF 6G 


Io’ 


c2°[— 








i ina 
a= i = 


A€-LE AT La 
aouatayiqd 








*JUGUTIVIT] SYOOM FE JIIJV—A\E 
*}UOUIJVOT] YOM [ 91s yY—A\T 


*VUOUIRBIT] VIOJOG— LY 















eeeeee (°0°0 OOT rod ‘Su ) 


sereeees (Cur) oinssoid *4ysvIp 
ceeeceoss (ur) ornssoid 


seeeeeeess (Sap) oinjeroduo} 


*** (-a°d QOT sod ‘Su1) snroydsoyd poolg 


UNL[Bd Pool 


sereeees (99 OOT dod ‘Sur) rvsns poolg 


ee (spunod ) SWAY 


ee o}e1 asjnd IdBIOAY 
sereeees (Curur) oinssoid osjnd asvivay 


VSBIIDAY 


JAY 


VSBIIAW 


*JSAS 9: 








ot’ FF 6¢° cl 4° 93°F ¢ : 
sL°¢ Lot LL Le°or 0¢'T LUTII L ‘ 
6F'E 8S°OL LO'¢ CCFL 8 : 
OU FL 8L°SOT co LOL cel C’90T 6 , 
6F'S EOL GS Go OL 88's EE°sL 6 : 
9¢°6 CFE sot. cTOL U'S¢ OL . 

Cel 9¢°S C68 $°c9 OL 7 

O'SOL ¢9'6T 9L0— LEST 6°€0T OL . 
it 0°66 63° 06°86 0s" L8°86 OT ‘ 
‘ } uvesTT uUBdI_T Soesvo 


JUGUTPBIT 


JO'ON 






AIIJV YOM T alojyeg 








sa0uadafiq vuhig ‘snwmbiy ‘suvajt 
SLOGMAY ALVULYVE, ANINVLOOYY AHL AO ATAV], ALISOdNKO)D) 


‘I alavl£ 


1940—c 


JULY— 








488 ACTION OF ERGOTAMINE TARTRATE IN PSYCHOTIC PATIENTS 


sugar dropped the first two weeks. The blood calcium showed lit. 
tle change, and the phosphorus showed little change. 

Inspection of the table reveals the following significant points: 

1. The daily temperature after one week showed a slight but 
insignificant increase. After three weeks, a reliable increase had 
been attained. 

2. The study of the blood pressure is interesting when it is 
noted that, while there was a slight rise in both the systolic and 
diastolic pressures, the latter increase was greater and more sig- 
nificant. This resulted in a slight decrease in the average pulse 
pressure during the first week, which was somewhat greater the 
third week. None of these changes, however, are marked, the flue- 
tuations remaining within the limits which can be obtained with 
physiological variations. 

3. Observations of the pulse rate showed a definite decrease the 
first week of treatinent with a tendency to return to the pretreat- 
ment level in the third week. 

4. Seven of 10 patients gained weight during the four weeks 
period, the greatest gain being 11 pounds. 

5. Blood sugar determinations showed a trend to decrease dur- 
ing the first week of treatment, but during the third week of treat- 
ment there was a significant rise (not exceeding normal limits). 

6. After the first week the blood calcium dropped, but then 
approached the pretreatment level at the end of three weeks. 

7. The blood phosphorus remained almost constant during the 
treatment. 


SUMMARY 


One mgm. doses of ergotamine tartrate given daily to a group 
of long-standing aggressive and destructive patients were suffi- 
cient to restrain temporarily many of their troublesome symptoms, 
the result being shown in improved emotional response and think- 
ing ability. Six of the cases that failed to retain their improve- 
ments with ergotamine later were insulin or metrazol failures like- 
wise. There were only insignificant changes in peripheral auto- 
nomie effects, a slight depression of the sympathetic mechanisms 
being shown as is demonstrated by the increased weight, appetite 
and rectal temperature, and decreased pulse pressure, blood sugar 
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and calcium. ‘These physical changes are so slight that it does not 
seem possible that they could be in any way responsible for the 
great psychic and behavior changes seen, In the one case which 
recovered, the autonomic effects were more marked. Because of 
the slight effects on the sympathetic mechanism seen in these cases 
under ergotamine therapy, it appears that the effect obtained in the 
behavior of aggressive cases may be attributable to some action on 
the central nervous system, not related to its peripheral effect. 


Longview State Hospital 
Cincinnati, Ohio 
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THE PSYCHE AS AN OBJECT OF HYPOCHONDRIACAL 
PREOCCUPATION* 


BY ROBERT C. HUNT, M. D. 


One of the most interesting cultural phenomena of the past two 
decades has been the extensive popularization of psychology, 
Widely read magazines publish questionnaires by means of whieh 
every housewile can diagnose herself as to extravert or introvert 
tendencies. Real estate salesmen and truck drivers make a con. 
scious study of inspirational directions on how to win people and 
influence friends. The ‘‘inferiority complex’’ has become as con. 
monly known and as socially acceptable as allergy. 

Among people of considerable culture this interest in the psyche 
often penetrates further, invading the provinces of dynamice psy- 
chology and psychopathology. Some knowledge of Freudian form. 
ulations is considered essential, although often this does not go 
beyond a muddled notion to the effect that Freud advocated direet 
expression of all sexual desires. These tendencies attain their 
apotheosis among the intelligentsia, the camp followers of the erea- 
tive arts. Among many such groups it is not sufficient to know 
something about Freud; one must also have a good conversational 
stock of personal psychopathology if he would avoid the stigma of 
philistinism. The analysis has replaced the operation as the stock. 
in-trade of the bore. 

This widespread interest in mental phenomena, together with our 
mental hygiene propaganda, has succeeded in removing much of 
the stigma from neurotic symptoms. Many moderns are no more 
ashamed of a neurosis than they would be of a gall stone. This is 
probably as it should be, but the acceptance of neurosis as not ‘dis 
honorable’’ seems to have led to a new variant of an old theme. 
Some of these modern neurotics complain of ‘‘imaginary’’ mental 
symptoms instead of, or in addition to, ‘‘imaginary’’ physical 
symptoms. It is the purpose of the present paper to demonstrate 
this thesis by means of the illustrative case reports which follow: 


*Read before the interhospital conference held at the Utica State Hospital, Utica, N. Y., April 
26, 1940. 
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Case MATERIAL 


Case 1. K.S., a young laboring man of Irish parentage, appar- 
ently had always adjusted well and was accepted by his family and 
friends as normal. He was a high school graduate with no preten- 
sions to intellectuality. At the age of 28 he developed vague gastro- 
intestinal symptoms accompanied by anxious preoccupation with 
the state of his health. Before the symptoms had time to become 
erystallized, K. S. went for help to a general hospital medical 
clinic. On his second visit to the clinic he managed to steal a glance 
at his record, and saw the word ‘‘psychoneurosis.’’? His anxiety 
promptly disappeared: ‘*When I knew what was the matter with 
me, 1 wasn’t scared any more.’’ Tle proceeded to read up on psy- 
choneurosis in the public library, then applied for treatment at a 
large outpatient psychiatric clinic. He was assigned to a young 
physician who, under the influence of Freudian formulations but 
without thorough psychoanalytic training, encouraged the patient 
to talk freely about himself, There were frequent interviews for 
several months, but the original symptoms were never mentioned 
after the first history-taking session. He spent his time talking 
of the complexes which he recognized in himself after reading about 
them in the library, his favorites of course being his ‘‘inferiority 
complex’? and his ‘‘mother complex.’’ He also described in detail, 
with obvious relish, his past and present sexual experiences. He 
was constantly recalling to memory childhood situations germane 
to his supposed difficulties. All these productions were character- 
ized by the patient’s eager interest in them, his enjoyment of the 
use of psychiatric terms, and the complete absence of hesitation, 
blocking, anxiety, or other evidence of tension or resistance. When 
it finally became apparent that the treatment was merely pandering 
to the patient’s pleasure in talking of himself, a redirection of em- 
phasis was partially successful in weaning him from his spurious 
complexes. 

Case 2. B. 'T., a tense, emotional, Polish girl of 23, applied at a 
psychiatric outpatient department for treatment of her self-diag- 
nosed neurosis. She placed the onset of her symptoms at the age 
of eight, when she fancied that she had a weak heart and refused 
to take part in dancing school. During adolescence she experienced 
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a severe conflict over masturbation, a feeling that this was the 
lowest possible form of degradation. It was evident that her life 
was being dominated by a neurotic perfectionism, with inability to 
forgive herself for falling short of her rigid standards. At the time 
she applied for treatment, there were no somatic complaints. She 
was convinced of the excellence of her physical health, in fact the 
only evidence of somatic preoccupation was the pride with which 
she referred to her physical perfection. She complained of feel- 
ings of inferiority, inability to concentrate, lack of interest. She 
made liberal use of ‘‘psychiatrie’’ jargon and referred to herself 
as a severe neurotic, ‘fan unusual case,’”’ or a ‘‘hopeless case.’’ She 
appeared to be enjoying her réle as a tragic failure. The case was 
closed early, because it was felt that the patient was getting too 
much pleasure from posing as a ‘‘hopeless mental case.”’ 

Case 3. S. R., a brilliant, erratic, unstable college student, was 
first seen in an outpatient department when he begged that he be 
admitted to the State hospital for insulin shock treatment of his 
neurosis. He wished to conceal his admission from his parents, 
because they would not believe there was anything wrong with him. 
Subsequent contacts with the parents confirmed this prediction: 
they were willing to grant that the boy was ‘‘a little nervous,’’ but 
were impatient with his ‘‘imagining’’ that he was sick. The pa- 
tient gave a history of many peculiarities since early childhood. 
He had suffered from fear of the dark, self-consciousness, feelings 
of inferiority, and compulsive counting since the age of six or eight. 
At puberty he developed a florid fantasy sex life, accompanied by 
excessive autoerotic activity. During the same period he became 
greatly preoccupied with the state of his health, spending many 
hours a day trying to develop his muscles in a home gymnasium. 
He was especially concerned with his bowel functions and went 
through elaborate cleansing rituals. He was forced to avoid social 
gatherings because of his fear of not being able to control the pass- 
age of flatus. As he became older, he was less concerned with the 
physical processes but became intensely interested in his intellee- 
tual and emotional processes. By the time he came to treatment 
he had already analyzed himself in great detail, and was able to 
apply psychiatric terminology to himself with considerable aceu- 
racy. He seemed totally wrapped up in the contemplation of his 
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own peculiarities, and obviously enjoyed the chance to talk about 
himself. Although he was troubled by his personality defects, at 
the same time he appeared to derive considerable satisfaction from 
being different, from being the proprietor of so interesting a case. 
He considered himself ‘‘a confirmed neurotie’’ and realized that 
his ‘‘morbid self-interest’? was at the root of most of his troubles. 
His most recent problem had arisen as a result of something heard 
ina psychology course which made him wonder if his conflicts over 
sex might not be on a homosexual basis. By means of his usual 
diligent self-observation, he was able to detect slight confirmatory 
signs in his heterosexual dreams and in his reactions toward men. 

Case 4. B.L. illustrates a similar process carried to a delusional 
extreme in a frankly psychotic individual. At the time of admis- 
sion to the Rochester State Hospital, this man was 59 vears old 
and had been psychotic for three years. He had been a highly in- 
telligent and successful business man, greatly respected in the com- 
munity. His psychosis was a classic involutional melancholia, with 
agitated depression and delusions of guilt. He had the usual soma- 
tic delusions of having no heart, lungs, stomach, or kidneys; of 
being diseased throughout; of giving off foul odors from his body. 
In addition to these, however, were similar ideas about his psyche. 
It was not just that he had no brain: he had no mind. He declared 
that he never did know anything, never could learn anything, could 
not even read or write. Ile did not understand why he had been 
allowed to remain in a position of responsibility when his abysmal 
ignorance must have long been obvious to everyone. 


CoMMENT 

The preoccupation with psychic function displayed by these indi- 
viduals would seem dynamically identical with ordinary ‘‘old-fash- 
ioned’? hypochondria. The usual conception of hypochondria ap- 
proximates that given by Noyes: ‘*In hypochondria the patient is 
ideationally preoccupied with his bodily organs which he is con- 
vinced are incurably diseased ... The symptom is accompanied by 
a withdrawal of interest and of affective energy from the environ- 
ment and their transference to various parts of the body. Organs 
become invested with the affective distress and preoceupation 
which... have their origin in his intrapsychic conflicts and dissatis- 
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factions. Frequently hypochondria represents an evasion of life 
and its problems, a flight from subjective or environmental difli- 
culties into illness.’”? To give this description a more complete 
dynamic value, it is fitting to add this statement from Jelliffe and 
White: ‘‘In hypochondria .. . it is the representation of the organ 
in the psyche which is overloaded with a libido charge.’’ The 
modern hypochondriaes deseribed here appear to be overloading 
with libido the psyche itself. These examples differ somewhat 
from Oberndorf’s® cases of erotization of thought, in which the 
thinking process as such, rather than the content of thought, was 
the source of pleasure. The present cases, however, do illustrate 
Oberndorf’s statement that ‘‘libido may be displaced not only to 
particular organs of the body, but may also invest psychic 
function.”’ 

If the thesis that some neurotic individuals may complain of 
spurious conflicts, complexes or other mental symptoms is correct, 
several practical questions arise. How can the therapist distin- 
guish between what really belongs in the neurosis and what has 
been dragged in? In the writer’s limited experience with such 
‘ases, certain features accompanying the false symptom seem in- 
dicative. There is usually a background of instruction or reading 
in psychopathology, and the glib use of psychiatric terminology is 
prominent. The complex as a whole is complained of by name be- 
fore its component parts are mentioned. This reverses the process 
of accumulating a mass of details and associations which eventually 
foree a reluctant recognition of the complex. While there may 
be considerable anxiety over the total personality problem, the 
spurious symptom itself comes out without hesitation, blocking, 
anxiety, or other evidence of resistance. 

Another question is that of the general importance of recogniz- 
ing this process. Failure to recognize it can certainly cause the 
therapist to waste much time listening to material which has little 
or no dynamic significance. As needless surgery fixes attention 
on neurotic physical complaints, so may undue attention to spuri- 
ous mental symptoms do harm by fixing the patient’s attention on 
them the more firmly. Of course the ideal solution would be to 
work past the smoke-screen of false symptoms to the real under- 
lying conflicts which the patient is trying to conceal. In most cases, 
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this would require little short of a formal analysis. With most 
clinic cases, however, the limitations imposed by time and financial 
factors make this impossible, hence a more rapid and superficial 
therapy must be used, Another arguinent against deep therapy 
in such cases as those of B. T. and S. R. is the fact that their neuro- 
ses appear to be largely narcissistic, with schizophrenia possible in 
the offing. There would therefore be some doubt whether they could 
safely withstand a breaking-up of their neurotic defenses. In such 
cases it would seem far safer to place the therapeutic emphasis not 
on the inner conflicts, but on the outer relations with reality situa- 
tions. 

Finally, the implications of this report raise a question concern- 
ing mental hygiene propaganda to the lay public. Some years ago 
a Philadelphia newspaper used an interview with an outstanding 
psychiatrist as the foundation for a sensational article on dementia 
precox. This ‘‘destroyer of young minds’’ whose ‘‘victims are 
condemned to a veritable living death’’ was said to find most of 
its candidates among the introverts. Immediately after the appear- 
ance of this article, the local psychiatric clinics were flooded with 
introvertive young people afraid of developing dementia pracox. 
It seems possible, then, that our propaganda may do harm to cer- 
tain individuals. Perhaps our specialty needs to learn the lesson 
which has become well established in somatic medicine, namely, to 
be careful of lay propaganda which may encourage self-diagnosis 
and self{-treatment. 
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PRELIMINARY REPORT ON THE RESULTS OF THE TREATMENT OF 
SCHIZOPHRENIA BY NITROGEN INHALATION 


BY BASILE LIPETZ, M. D. 


The problems of schizophrenia have occupied the minds of psy- 
chiatrists for many years. Different types of treatment have been 


used with greater or lesser success.’ 


More recently, psychiatrists 
have tended to approach the treatment of schizophrenia from the 
physiological angle. In 1932, Sakel® reported the effects of insulin 
in schizophrenia. He had devised a procedure which seemed to 
bring fairly consistent results. Two years later, Meduna* intro- 
duced another form of pharmacological treatment, employing met- 
razol, <A statistical analysis of results obtained with insulin and 
metrazol has been made by Ross and Malzberg.*| They found en- 
couraging results with insulin, but with metrazol they noted that 
fewer cases recovered than among the untreated schizophrenies. 
These authors conclude that metrazol is effective only in selected 
cases in combination with insulin and should be used with great 
‘aution. Other authors also report varying results with these two 
methods. °* 

Physiological studies made on patients receiving these therapies 
reveal that they produce depression of brain metabolism; with in- 
sulin, this is caused by the lack of sugar,’ with metrazol by the lack 
of oxygen.” In an effort to determine the importance of brain 
metabolism in these treatments, patients have been subjected to 
depression of brain metabolism by the inhalation of nitrogen. The 
latter as a therapeutic agent was introduced in 1937." The advan- 
tages of this technique are discussed by Alexander and Himwich.” 
The purpose of this communication is to present a summary of the 
results obtained in patients with schizophrenia treated by nitrogen 
inhalation. 

CurnicaAL Metruop AND PROCEDURE 

Over a period of about two vears, the writer and colleagues have 
treated a total of 17 patients, in both acute and chronic states. A 
brief summary of case histories and diagnostic impressions, as well 
as a discussion of results, is presented in tabular form. 
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The procedure, which involves the displacement of oxygen of the 
inspired air by nitrogen, was described by Alexander and Him- 
wich.” 

ReEsutts 
Group 1. Paranoid type—8 cases, as follows: 
a. 3 completely remitted 
b. 2 greatly improved 
¢. 1 slightly improved 
d. 2 unimproved 
Group 2. Hebephrenic type—3 cases: 
a. 2 completely remitted 
b. 1 unimproved 
Group 3. Hebephrenic type with paranoid features: 
a. 1 case improved 
Group +. Schizophrenia with depressive features—2 cases: 
a. 1 greatly improved 
b. 1 unimproved 
Group 9. Schizoid personality—2 cases: 
a. 1 greatly improved 
b. 1 slightly improved 
Group 6. Manic-depressive—1 case: 
a. Unimproved 


Discussion 

The three types of pharmacological treatment, insulin, metrazol 
and nitrogen, all induce a depression of cerebral metabolism, With 
insulin therapy, which produces hypoglycemia, the brain is de- 
pleted of an important metabolic foodstuff—sugar. Treatment by 
nitrogen inhalation or by metrazol injections deprives the brain to 
alarge extent of another important metabolic factor—oxygen. By 
the nitrogen therapy, cerebral anoxia can be carried further than 
by the metrazol method: the saturation of hemoglobin may be re- 
duced to 15 per cent, in comparison with 42 per cent. A study of 
the neurological symptoms during insulin hypoglycemia" reveals 
that, as a result of progressive decrease in cerebral metabolism, 
neurological signs indicating depression and release of the various 
levels of the central nervous system make their appearance. With 
anoxia, as with hypoglycemia, the neurological signs indicate a de- 
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Diagnosis 


Schizophrenia, 
paranoid type 


Schizophrenia, 
paranoid type 


Schizophrenia, 
paranoid type 


Schizophrenia, 
paranoid type 


Schizophrenia, 
paranoid type 
Schizophrenia, 
paranoid type 
Schizophrenia, 
paranoid type 


Schizophrenia, 
paranoid type 


Schizophrenia, 
hebephrenic type 


Schizophrenia, 
hebephrenic type 


Schizophrenia, 
hebephrenic type 


Schizophrenia, 
hebephrenic type 
with paranoid 
features 
Schizophrenia, 
hebephrenic type 
with depressive 
features 
Schizophrenia 
with depressive 
features 
Schizoid 
personality 


Schizoid 
personality 
Manic-depressive 
psychosis 





Duration of ill 


ness previous 


Rapidity of Te 


Number of sponse to psy- 


to hospitali- treatments chotherapy 


zation alone 

4 months 46 Slight 
improvement 

6 months 35 Slight 
improvement 

11 months 21 No response 

1 year 18 Slight 
improvement 

5 days 5 

2 years 6 

7 scare 16 No response for 
6 months 

Over 1 year 70 No response 

2 years 54 Slight response 

3 weeks 11 Slight response 

3 years 23 No response 

7 weeks 34 No response 

6 months 32 Insignificant 

18 months 12 

5 years 1) 30 

2) 30 
2-3 years 10 
Acute onset 14 None 
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Rapidity of re 


Rapidity of response 
to nitrogen with 
psychotherapy 


Less depressed after 
twelfth treatment. Much 
improved after fourteenth. 
After 8 treatments “felt 
better.” More cheerful, 
less seclusive after twen- 
tieth. 

Some improvement after 


ffth treatment. Definite 


improvement after fif- 
teenth. 

Some improvement after 
third treatment. Treat 
ment continued with 
cradual improvement. 
Some improvement after 
fifth treatment, then 
gradual through the 
course. 

Some improvement after 


tenth treatment, followed 
by relapse. Somewhat im- 
proved after thirtieth, but 


failed to respond further. 


After 13 treatments felt 
better and became more 
active. Gradual, well- 


stabilized degree of prog- 
Tess, 


After a few treatments 


began to show improve- 
ment. 
Some response to treat- 


ment but not sufficiently 
stabilized. 

After 20 treatments made 
gradual improvement. 


After ninth began 
doubt her delusions. 


to 


after 
De- 
State 


Improved slightly 
first few treatments. 
cided to return 
hospital. 
Responded after fifteenth 
treatment. 


to 


Slight improvement after 
6 treatments. 

Decrease in activity after 
5 treatments; did not af- 
fect the delusional sphere. 
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sponse to nitro 
gen without 
psychotherapy 


Poor 


Poor 


Difficult 


evaluate 


to 


Poor 


Nitrogen treatment 
was always accom- 
panied by psycho- 


therapy 
Difficult to 
evaluate 


Very _ slight 
sponse. 
series 


of 


treatments.) 


Not 
psychotherapy 


done 


Became more 


disturbed 


Always 


panied by psycho 


therapy 

Always needed 
psychotherapy 
Always 
therapy 


Difficult to 
evaluate 





re- 
(Second 


nitrogen 


without 


accom 


accom- 
panied by psycho- 


Mental 


on discharge 


status 


Complete 


remission 
Complete 


remission 


Great 


improvement 


Great 
improvement 

No improvement 
No improvement 
Complete 


remission 


Slight 
improvement 


Mental 


at 


status Length of remission 


present to date 





Splendid 19 months 


Working and 
cheerful 


18 months 


Well adjusted 
and 


15 months 
working 


Well 


cially 


adjusted so- 1 year 


and working 


In State hospital 


Home against 
physician’s advice 


Remission 


5 months+ 


In State 
hospital 


Remission after Remission at pres- 5 months followed by re- 
first series. Im- ent. (Nitrogen fol- lapse. Second remission 
provement after lowed by insulin.) for 16 weeks+. 

second series of 


treatments. 
Remission 


No improvement 


Improvement 


Great 


improvement 


No improvement 


(1) 
(2) 
provement 


Improveme 


Greater im- 


Slight 
improvement 


Activity decreased, 


Well adjusted so- 
cially, able to work 


17 months+- 


State 
hospital 


In 


Remission 


7 weeks+-. (Nitrogen fol- 
lowed by insulin.) 


Well adjusted, 
able to work 


6 months+. (Nitrogen 
followed by insulin.) 


In State hospital 


Home, adjusted, 
working 


nt Great improvement after 
first series of treatments 
for 7 months; 8 months+ 
since second series. 
Slight 3-4 months 
improvement 

No improvement 


delusions remained 
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pression first of higher centers, cortex and cerebellum, subse- 
quently of the lower centers, the basal ganglia and the hypothala- 
mus, then the midbrain, finally the medulla, It has been established 
that, for optimum results from insulin treatment, the cerebral 
hypoglycemia should be maintained until there is clinical evidence 
that the depression has included the red nuclei. This condition is 
indicated by extensor spasms. The sequence of changes observed 
in the nitrogen therapy is the same as that with insulin, except that 
the duration of the changes is limited to seconds rather than to 
hours. The same criteria have been taken for termination of the 
nitrogen treatment as are now accepted for insulin. Anoxemia be- 
yond this point would involve vital centers of the medulla, and is 
emphatically warned against because it is not compatible with 
safety. 

The results of nitrogen treatment with this small group of pa- 
tients were encouraging. In the 17 patients treated by nitrogen 
inhalation, the following results were obtained: 5 remitted; 4 great- 
ly improved; 1 improved; 2 slightly improved; 5 unimproved. Only 
one case relapsed alter a remission of five months duration. Ten 
patients of this group of 17 thus exhibited improvement of varying 
degrees. 

Further analysis of these results reveals that the best effeet was 
obtained in early cases (cases 1, 2, 7)—four months to one and one- 
half years in duration, although definite improvement was observed 
in one patient whose illness was of five vears duration (case 15). 
It also seems worth noting that one patient (case 2) brought to 
complete remission had three siblings who were suffering from the 
same condition. They had been in various State institutions from 
five to nine years. 

Among different groups of schizophrenics, those of the paranoid 
type responded best to the nitrogen treatinent—complete remission 
or great improvement in five out of eight cases. Two patients of 
this group who had only five and six nitrogen inhalations (inade- 
quate treatment) respectively, did not improve. One of these pre- 
sented a chronic case. Of three hebephrenie patients, one (case 10) 
showed complete remission and remains in this state, the second 
(case 9) a remission of five months followed by a relapse when the 
patient was brought back to her previous surroundings; a subse- 
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quent treatment with insulin was followed by a second remission. 
The third patient (case 11) did not respond to the treatment. 

Two patients received another therapy in addition to nitrogen 
inhalation, One of the patients of hebephrenic type with paranoid 
features (case 12) improved after receiving nitrogen inhalation 
treatment, and was later brought to complete remission when this 
treatment was followed by insulin. Another schizophrenic with 
depressive features (case 15) was greatly improved by nitrogen 
treatment and achieved complete recovery when this was followed 
by insulin. These two patients are now at the point of complete 
remission. There is a question whether certain recalcitrant cases 
profit best by a combination of the two types of shock therapy, or 
whether if the nitrogen treatment were used in full course it would 
not give the same results. 

Of two cases of milder schizoid reactions, one (case 15) of five 
years duration was greatly improved after nitrogen treatment. The 
patient is at present well adjusted socially, able to work and 
‘easier to live with’’ according to relatives. The second case (case 
16) has only slightly improved after 10 treatments. Since the pa- 
tient developed severe headaches, it was felt necessary to cease 
treatment at this time. One manic-depressive patient (case 17) 
was treated by nitrogen inhalation, her activity decreasing, the de- 
lusions however remaining unchanged. ‘The writer’s observations 
tended to indicate that a proper technique accompanied by psycho- 
therapeutic interviews, during and following the treatment, gave 
much better results than physiological treatment without psycho- 
therapy. It is her belief that a longer series of treatments than is 
required to bring definite improvement is desirable in order to pro- 
duce stabilization of the improved condition. 

Although the number of patients in this group is not large, it 
would seem that the improvement observed indicates the import- 
ance of the depression of brain metabolism as the ameliorative ef- 
fect in this as well as in other pharmacological therapies. 

Before definite conclusions can be drawn it is necessary to work 
with a larger group of patients, and it is hoped that more institu- 
tions will utilize this method of treatment, As previously reported, 
it possesses the following advantages: 
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a. Itis constantly controllable: the treatment can be terminated 
instantly if untoward reaction should occur, or if it is thought ad. 
visable for any other reason. 

b. Cerebral anoxia can be carried even further than by the met. 
‘azol method, The saturation of hemoglobin may be reduced 
further than with metrazol—15 per cent in comparison to 42 per 
cent. 

e. It takes only five to seven minutes to complete. 

d. It can be administered to ambulatory patients. 

e. The neuromuscular reaction is not severe, does not approach 
that of metrazol, and is apparently not complicated by fracture or 
dislocation. 

f. The patient has little fear of the treatment. In the group dis- 
cussed here, only two patients with illness of long duration (three 
to five years) showed fear of the therapy itself. 


SUMMARY AND CoNcLUSION 


1. A group of 17 patients, 16 suffering from schizophrenia and 


one from manic-depressive psychosis, was treated by nitrogen in- 


halation. 

2. The following results were noted: 5 completely remitted, 4 
greatly improved, 1 improved (now in remission), which makes 
improvement of different degrees in 10 out of 17 (2 were slightly 
improved, 5 unimproved); one relapse after a five months remis- 
sion. 

3. <A followup study of eases in remission one year and longer 
indicated that these patients tend to remain improved. 

4, The advantages of the nitrogen treatment are briefly as 
follows: 

(1) The procedure is simple and does not always require hos- 
pitalization. 

(2) It has been relatively free from complications in over 400 
treatments. 


(3) The method is constantly controllable. 
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SIGNIFICANT FACTORS IN THE READJUSTMENT OF WOMEN PATIENTS 
WITH MASCULINE TENDENCIES* 


BY JAMES H. WALL, M. D. 


In a careful study of the personalities, life situations and mental 
illnesses of certain women patients, we are struck by the apparent 
strain of their adjustment to marriage with its domestic responsi- 
bilities. In many instances, the chief difficulty lies within the in- 
dividual and results from her own personality development. Then 
there are incompatible marriages, in which the personality prob- 
lems of both partners aggravate one or both of them, leading to 
illness. It is well known that unstable persons are frequently at- 
tracted to each other. After a few years of marriage, together 
with the increasing responsibilities created by the arrival of chil- 
dren, there is often a feeling of frustration and a state of tension 
in which such women feel inadequate and complain of a lack of ex- 
pression for their drives and energies. They feel thwarted and 
depressed. Many women of strong character are driven to despera- 
tion by this feeling of inadequacy, of failure in attaining their ideal 
of successful wifehood and motherhood. In some instances, one 
wonders whether some factor in our present socioeconomic situa- 
tion may not contribute to this state of affairs. We have many 
examples of forceful, intelligent modern women, as well as of prom- 
inent feminine figures in history and in literature, who have made 
splendid domestic adjustments. Here we must take into considera- 
tion some of the relatively recent changes in the institution of fam- 
ily life and their effect on the life of women. Ina study by Wil- 
liam F. Ogburn' it is pointed out that the economic functions of 
the family have declined, industry and state both having grown at 
the family’s expense. In days gone by, the duties of a woman in 
the home were many and varied. She not only ‘‘brought up’’ her 
children, in the modern sense; she also gave them most of their re- 
ligious and industrial training. She not only cooked, but did her 

*From the department of psychiatry, Cornell University Medical College, and the clinical service 


of the New York Hospital (Westchester division); read before the Long Island Psychiatrie Society, 
Central Islip, N. Y., March 19, 1940. 
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baking and made most of the clothes for her family. She was often 
the financial manager, earning through her own efforts much of the 
money for the fainily’s luxuries. 

In such a domestic situation, a forceful woman of great drive 
and energy was eminently successful. Today, as Ogburn points 
out, the family is thought of as no more than an organization 
for rearing children and providing happiness, the family’s prime 
function being that of serving the individual personalities in their 
character formation and adjustment. This trend of family life 
does not offer enough satisfactory outlets for many aggressive 
women. Of course, there are greater opportunities for these women 
today in the business and professional fields. Many modern mar- 
ried women have made their adjustment by supplementing home 
duties with outside interests. Hobbies, recreations, community and 
social activities have proven satisfying additions to their domestic 
routine, On the other hand, certain aggressive women who are at- 
tempting to adjust entirely to the domestic situation have found 
these community and civie activities to be poor outlets for their 
drives. They consider such activities useless and unproductive, 
referring to them as ‘‘mere piffle.”’ 

When the attempt at adjustment becomes too difficult, psychiatrie 
disorders frequently arise from this problem; during the acute 
phase, the conflict is often vividly portrayed in the mental trend. 
At this time the psychiatrist and his associates make careful notes 
of behavior and productions, which information is helpful in later 
interviews when readjustments are being discussed. During the 
acute phase, one should not be too hasty in evaluating the conflicts, 
as revealed particularly by those women who are extremely hostile 
and resentful in their attitudes toward their husbands and toward 
marriage in general. One should gather all this information when 
treating the patient, but postpone giving definite advice to either 
patient or husband. Oftentimes the emotional explosion of the psy- 
chosis clears the atmosphere of old buried resentments. After the 
acute phase, the problems are seen in different perspective: talk- 
ing over these things is often sufficient to give the patient and her 
husband a working insight into marital problems, thus relieving 
old frictions and incompatibilities. low often do we not hear after 
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an illness and hospitalization that the marriage has been more sue- 
cessful and yet that very little in the way of readjustment has been 
necessary? Some patients have found it helpful to ventilate their 
feelings of frustration and resentment, particularly when they have 
managed this problem in the past by overcompensation in the form 
of oversolicitousness. 

The following case history illustrates the problem of the aggres- 
sive, intelligent, capable woman who attempts to make too great a 
compromise in marriage, i. e. who wishes to continue independent 
yet who marries a person who will obviously bring much unhappi- 
ness, this ending in dissolution of the marriage. 

This patient, a married woman of 40, was admitted to the hospital seven 
years ago, with complaints of depression and tension and an inner feeling 
of paralysis and frustration. She proceeded from an excellent family, 
many of whose members were brilliant and had accomplished great things. 
Her father and mother took great pride in the intellectual attainments of 
the children. She was the eldest of five. Her infaney and childhood were 
normal. She did well in school. She matured physically at the age of 13; 
her menstrual periods continued to occur regularly and without complica- 
tion. She grew to be tall and handsome, was fond of outdoor activities and 
somewhat ‘‘tomboyish’’ as a girl. Masturbation had been a problem since 
adolescence, frequently indulged in with vivid romantie fantasies. She 
had close friends of the same sex in high school and at college. After 
graduating from college, she entered upon a career as a writer with more 
than usual suecess. She had little to do with members of the opposite sex, 
except for very young men whom she helped in their professional advance- 
ment. During these years of creative activity, she suffered from headaches, 
dysmenorrhea and colitis. 

At about the age of 35, she felt lonely and became interested in a younger 
man, mueh shorter in height, who was alcoholic, irresponsible and unre- 
liable. At first she pitied and mothered him; before long they were mar- 
ried, much to the surprise of her family and friends. For a short time 
they were happy, but after a few months the husband resented his depend- 
ent réle and his alcoholism greatly increased. He beeame openly antago- 
nistie toward the patient. After her working hours she spent many nights 
of the week in search of, or taking care of, her drunken husband. At times 
he fought with her. She attempted to reform him and went out of her way 
to ‘‘save her face,’’ pretending that all was going well. After an exhaust- 
ing and hectie five years, she became run down physieally. She felt de- 
pressed, but was indecisive about continuing her marriage. On admission 
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at the age of 40, she was underweight and anemic. She responded quickly 
to simple measures of rest and proper diet, together with a full schedule of 
occupational therapy and physical education. She was depressed and fear- 
ful. She said that since marriage she had had an inner feeling of being 
blocked and paralyzed and that her work had not been as effective. Her 
friends corroborated this. Naturally, she attributed much of her trouble to 
the eare so often demanded by her husband. On the other hand, she wished 
to cling to her mothering role. The many psyehiatrie interviews were con- 
cerned with the advantages and disadvantages of continuing the marriage. 
She began to see that with her drive and desire for independence, there 
would be little place in her life for an aggressive man in marriage. She 
was in the hospital eight months, during which time she was able to achieve 
a calmer perspective. She was never definitely advised to seek a divorcee, 
but she saw the futility of continuing her compromise with a weak and de- 
pendent man. On leaving the hospital, she thought this was the only sen- 
sible solution and so went through with it. Within a few months, she was 
back at work. She has been most successful for six years. She lives with 
another professional woman, and her adjustment has been entirely satis- 
factory. 

Divorce is certainly not the solution in the case of every aggres- 
sive woman who has broken down in the attempt to adjust to an 
unhappy marriage. Often the difficulty is an inner one which can 
be resolved by the patient alone. More often can problems of mu- 
tual adjustment be straightened out. Even after all these condi- 
tions have been adjusted, one is faced frequently with drives and 
energies which must be directed into channels outside the home and 
community activities. Part-time work or sometimes a full-time 
position may be arranged. In this way the woman can satisfy her 
drive, at the same time contributing toward the support of the 
family, Her contribution often goes to the hiring of a maid or 
extra help for the children. It is well to discuss such plans thor- 
oughly with the patient and her husband while she is in the hospi- 
tal. Unnecessary feelings of guilt over forsaking the family can be 
dealt with by making the patient see that a satisfactory outlet for 
her energies is better for the whole family as well as for herself. 
The following history illustrates this point. 

A married woman of 35 was admitted to the hospital five years ago in a 
depressed state following an extramarital experience. She came of an un- 
stable family which ineluded several members who drank to exeess. She 
was the elder of two children; her birth and early development were nor- 
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mal. Her father’s death when she was 12 years of age removed from her 
life the one stable influence. Early in childhood she developed an antag. 
onism for her mother, who was aleoholic. Her physical development was 
normal in every way. Her mother moved about, and the patient’s schooling 
was most irregular. She had no steady friends or companions. At the age 
of 20 while participating in war work, she fell in love with a wounded 
soidier. She hastily married him, and they soon spent most of her inherit- 
ance. During the first five years of married life, she had two children, 
She was a good mother, but as the children grew out of babyhood she be- 
came bored and irritated by her domestie responsibilities. The husband 
was on a small salary. Intellectually he was inferior to the patient, and 
they had little in common. In this state she continued for 12 years. Three 
years before admission, she became interested in a mystical religious worker, 
For two years prior to admission, she was sexually intimate with him but 
experienced severe conflict with a gradually increasing sense of guilt. 
Shortly before admission she became suicidal; she thought she heard the 
voice of the worker and the accusing voices of old friends. On admission, 
she was in excellent physical condition. She felt extremely guilty about 
her recent experience, accusing herself of having deserted her husband and 
children. After the acute phase of the depression subsided, she freely dis- 
eussed her boredom and her attempt to adjust to domestie responsibilities, 
She resented her husband, considering him a totally inadequate man. She 
often expressed the belief that she could do better than he in the business 
world. At the same time, she loved him and her children and at no time felt 
that the marriage should end. She responded easily to the various therapies 
in the hospital, and went to another hospital for a few months before re- 
turning home. She was hospitalized for a period of less than a year. Upon 
her return home she took up outside work, in which she has done exceed- 
ingly well for four years. She and her family are happy and she has 
earned enough to make a substantial contribution to the support of the fam- 
ily. She has kept in contact with the hospital and her progress has been 
observed. 

Oceasionally the problem is complicated by alcoholism. Ina re- 
cent study,’ the writer has called attention to the personality de- 
velopment of 50 women patients who were admitted for the treat- 
ment of alcoholism. As a group they were ‘‘tomboyish’’ as chil- 
dren, they resented the feminine rédle and derived little satisfaction 
from domestic duties and the rearing of children. Those who made 
good adjustments alter leaving the hospital were those who found 
new interests and greater freedom outside the home. The follow- 
ing case history is illustrative: 
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The patient, a married woman of 35, was brought to the hospital in an 
excited state associated with overindulgence in aleohol. Her family was 
composed of rugged western pioneers noted for their instability and aleo- 
holism. The patient, the youngest of four girls, was reared in poverty. 
Althought bright and beautiful, she felt inferior to those of different social 
and economic levels, an attitude which persisted. She was sexually pre- 
cocious, beginning to masturbate at the age of four. She matured physi- 
cally at the age of 14; her menstrual periods, though regular, were in- 
variably accompanied by dysmenorrhea and depression of spirits. She was 
ambitious, and engaged in menial tasks in order to edueate herself. She 
wished to become an actress. At 17, she met an older married man who of- 
fered to send her to college. She accepted, but as she progressed in school 
his ulterior motives became more apparent and she ended this bargain in 
her junior year, thus bringing to a close her formal education. 

She was popular with both sexes. She took pleasure in leading on older 
men, She once spent the night with an unsophisticated school principal to 
win a wager from a girl friend. At 19 she was impregnated, following 
which she secured an abortion through the services of an unprincipled 
physician. A septicemia resulted, putting her life in peril for weeks. 
On recovering, she came east to go on the stage. She became most success- 
ful, but the work was fatiguing and at 21 she found that whiskey relaxed 
her spirits. Her first marriage occurred when she was 22. Her first hus- 
band became disgusted with her aleoholism and divoreed her after a year. 

She became markedly aggressive toward men, living the life of a prosti- 
tute and extracting all she could from her friends. At 33 she married a 
masochist, much against his family’s wishes. He was the son of a distin- 
guished man, whose death made possible her transition from mistress to 
wife. She beeame more aggressive and alcoholic after marriage. She felt 
frustrated, was bored by housekeeping and social duties. She wished to 
become pregnant, and at times became assaultive toward her husband. The 
husband tried to reform her, but her condition progressed and for a few 
days prior to her admission she insisted on wearing riding breeches about 
the house although she was not a horsewoman. She became so excited, as- 
saultive and generally overactive that it was necessary to bring her to a 
hospital. On admission, her physical condition was good. She was irrit- 
able, talked boastfully and threateningly. She asked for aleohol and wished 
to chew gum or smoke constantly. Within a few days she was on a full 
schedule of hospital activities and was free to discuss her problems. She 
felt insecure with her husband and his family. She was irritated with her 
position as a wife. She had always resented being a woman. Menstruation 
was disgusting to her, and she saw that the symptoms associated with this 
phenomenon had an emotional basis. She abhorred the feminine réle in in- 
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tercourse. The adjustment with her husband in this respect allowed her ty 
be more aggressive. Her dreams and fantasies showed her desire to be yg 
man. In the hospital she learned new interests. She took up painting and 
showed unusual talent. Her acting ability was capitalized in the hospital: 
she put on plays. On leaving, after a year of hospitalization, she carried 
her new interests into the community. She became head of the dramatic 
department of a woman’s club. Her painting took more of her time, and 
she developed a greater interest in religion. For several years she has 
managed her problems more comfortably. She has a better understanding 
of her masculine component, and her relations with her husband and his 
family have changed completely for the better. Her interests outside the 
home oceasionally lag and drinking becomes a problem at times, but in the 
long run she has steadily improved. She has kept in contact with a psy- 
chiatrist. 

In the case of a woman with a deep homosexual problem, the ar- 
rangement of outlets for her drives is not sufficient for the best 
level of mental health. She must understand the true nature of her 
resentments and of her unreasonable, aggressive attitudes, In this 
way, she can build up tolerance and adult control. She can learn 
that her discomfort is associated with strivings and fears which 
belong to an earlier setting, to the earlier phases of her infantile 
psychosexual development. As one patient aptly put it, ‘‘1 found 
out that I was shooting with a cannon that I did not possess at an 
enemy that wasn’t there.’’ 

Frequently women who are self-centered and limited in their 
‘“apacity to make adult adjustments are married to men of similar 
temperament. They strongly irritate each other, yet at the same 
time complement each other. It might also be said that their being 
married saves others much worry and trouble. An example can be 
seen in the following case history: 

This patient, a married woman of 30, was admitted in a tense, suspicious 
and assaultive state. She proceeded from unstable stock. She was the 
younger of two children, and her birth and early development were normal. 
She was spoiled and pampered by her parents and older brother; from the 
age of three she had tantrums. She began to masturbate at six; her mother 
frightened her, and although the habit persisted she was in conflict with 
deep feelings of guilt. She did well in her school work, and showed more 
than usual ability in piano playing. She matured at 11 and grew to be a 
beautiful young woman. Her physical health was good. She had many 
admirers, and upon finishing college enjoyed an active social life together 
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with a successful career as a teacher of piano. At 24 she was married to 
a self-centered young man who was firmly attached to his family. They 
both wished to be loved and admired but found it difficult to give affection. 
Their sexual adjustment was poor. She did not wish ehildren, and felt 
eaged in by marriage. There were frequent clashes. The husband gave 
more time to his work and became increasingly successful, while the patient 
vrew unhappy and bored at home. 

One year before her admission, she met a young man who showered her 
with attention and expensive gifts; soon a sexual intimacy developed. She 
was happy for a while, but when discovered she became overpenitent and 
felt that she could make up to her husband by pleasing him in every way. 
This resulted in an attempt to have a baby, which failed. In this penitent 
und submissive state, she became tense and depressed. One day a few 
months later, she attempted suicide; after this, she became aggressive and 
assaultive. She had ideas of reference, and believed that women were try- 
ing to harm her. On admission to the hospital, her physical condition was 
excellent. She was resistive, and thought all the nurses were torturing her. 
After being assaultive, she would say that the nurses were ‘‘making a goat’’ 
of her, that she was being made to go through all the stages of animal life. 
She would have nothing to do with the other patients, whom she accused of 
making a fool of her. At times she was destructive. She would become ex- 
tremely assaultive to the nurses after experiencing auditory hallucinations 
(which represented the voice of her mother). After three months in the hos- 
pital, she improved; the activities in physical education afforded abund- 
ant opportunity for her to work off her aggressiveness. She complained 
in interviews about her husband, whom she did not love and yet upon whom 
she depended. She thought he was ineapable of giving her all the praise 
and admiration she needed. During the latter part of her stay, frequent 
visits were arranged away from the hospital to meet her husband. They 
had a difficult time. They could not learn to ‘‘give and take.’’ Each would 
return disappointed beeause the other had not verbally expressed enough 
love to be convineing. She would often say that she could only love the 
young admirer, but did not want him in marriage. She also believed that 
much of her life centered upon pleasing her older brother and family. She 
was in the hospital for a vear. She has adjusted after a fashion for seven 
vears. Tfer husband has continued to be successful. They have no children 
and their sexual adjustment is still poor. She has become prominent so- 
cially, and obtains much pleasure from her social standing and activities. 
She saw a psyehiatrist for a time after she left the hospital, but preeipi- 
tately stopped treatment. She is allowed to indulge herself, travels exten- 
sively, dresses expensively, and is more active with her music. She and her 
husband are going their separate ways, though married. 
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Some of the problems of these patients have their roots in the 
changing position of women in the family and the community, but 
their difficulties take many different forms in accordance with ther 
individual personalities and backgrounds. Every psychiatrist or 
family physician will recognize some of these types among his own 
women patients, but will realize the necessity for careful and indi- 
vidual management of each. 


White Plains, N. Y. 
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PSYCHOSOMATIC PATHOLOGY IN CORONARY SCLEROSIS* 
Report of a case 
BY NEWTON J. T. BIGELOW, M,. D., AND SAMUEL R. LEHRMAN, M. D. 
INTRODUCTION 


Cardiologists have long maintained that emotional factors may 
play a part in the etiology of certain diseases of the heart. Almost 
any standard text lists the strain of living as being among the cau- 
sative factors of coronary sclerosis and angina pectoris (Tice’). 

In discussing the etiology of angina pectoris and related condi- 
tions, Mackenzie* has differentiated between pain due to organic 
heart disease and that which occurs without demonstrable lesion. 
Referring to the latter, he uses the term ‘*secondary angina pec- 
toris’? and maintains that the symptoms are attributable to a hy- 
persensitive central nervous system. This concept was no doubt 
the forerunner of that held by modern internists who lay great 
emphasis upon a constitutional spasmogenic tendency. 

Psychosomatic studies provided the next step in the understand- 
ing of these disorders. In addition to the constitutional spasmo- 
genie tendeney (such patients react to a minimal stimulus), it has 
heen suggested that the genesis of spasm is in every case to some 
degree psychic, Dunbar* presents an excellent review of the litera- 
ture in this connection. 

Among the more important authors cited are Fahrenkamp, 
Schwab, R. T. Smith and Hlouston. G. Klemperer is quoted as say- 
ing: ‘Quite apart from the probably psychogenic origin of hyper- 
tension and arteriosclerosis, the vascular spasms occurring in these 
conditions are beyond question caused solely by emotion. Further- 
more, any condition resulting from vascular spasm can be consid- 
ered as of psychogenic origin. Contraction of a small coronary 
vessel over minutes leads to localized anemia and weakening of the 
vessel wall; when the contracted vessel opens again, a hemorrhage 
may result. We are justified in assuming the same process for the 
heart which Westphal has anatomically proven for the brain. There 
can be no doubt, therefore, that from small hemorrhages chronic 


*Read before the interhospital conference held at the Utica State Hospital, Utica, N. Y., April 26, 
1940. 
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inflammatory processes develop, and that spasins of psychic origin 
in smal! coronary vessels can cause numerous lesions of the myo- 
cardiun. Professor Jaffé demonstrated many such lesions at au- 
topsy which could not be explained on the basis of thrombosis or 
embolism. Thus the presence of such changes in the myocardium 
cannot be considered as arguing against psychic etiology.”’ 
Parenthetically, six references are made by Dunbar to reports 
of changes in the electrocardiogram in response to emotional in- 
fluence. Despite the wealth of clinical material affirming the inter. 
relationship of cardiovascular pathology and the psyche, there is a 
dearth of case reports depicting the probable evolution from ; 


c 


cc 
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cardiae neurosis’’ to coronary sclerosis. 
The following report seenis to illustrate the psychosomatic path- 
ology in such a case. 


Case Repvorr 


A. D. was admitted to this hospital January 18, 1939, being at 
that time 50 vears of age. He had been reared in a most unhappy 
family situation, in that his father was an alcoholic of disagreeable 
temperament, [lis adult attachment to his mother can be gauged in 
some measure by the fact that during an illness he visited her daily, 
This same environment produced a sister unstable enough to pro- 
voke consideration of her voluntary commitment to a State hos- 
pital. In connection with this family history, it should be noted 
that a paternal uncle died in a mental hospital. 

The patient remembers that he was not regarded as a healthy 
child. It was said that he cried almost constantly during his first 
two years of life. His mother told him that he was born with ‘‘dry 
eczema’’ (which has persisted). 

Despite this inauspicious beginning, he recalls little further of 
note until his fifteenth year, when he was struck in the neck with a 
baseball. [He has subsequently complained at frequent intervals of 
his throat hurting him. He is said to have been seriously ill of 
scarlet fever during his sixteenth year. However, his preoceupa- 
tion with his heart was clearly traced by him to an earlier episode 
during the preceding year. At that time, in company with a group 
of boys he took part in a breath-holding contest which resulted in 
his falling to the ground. The attending physician told the family 
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that he had ‘‘strained the ligaments around his heart.’’ It may be 
pointed out that this dire pronouncement is still present in the 
minds of the patient, his wife and his sister. Samples from the pa- 
tient’s production anent this period include: ‘* All my life I could 
feel my heart pound... My heart has been irregular since I was 
akid... 1 have had the condition since I was 15 or 16.”’ 

Anamnestically, the patient completed the sixth grade of public 
school; he was employed subsequently as a laborer in textile and 
metal mills. At the age of 37 he married an unstable woman, a few 
years his junior, who has born no children. By his family and as- 
sociates the patient is held to be an industrious, sober, quiet, easily 
worried and seclusive individual, Ile was particularly inclined to 
worry over finances, even when steadily employed. His intelli 
rence Was estimated as dull normal. 

Shortly following his marriage (approximately one year), the 
patient developed anxicty, smothering sensations, and weakness in 
the legs. He improved following several weeks of bed care. Pe- 
riods ensued which he termed ‘‘bad times,’’ when he complained 
of his vision and of labored breathing although he worked fairly 
regularly. 

The present admission was occasioned by insomnia, inability to 
swallow liquids (including his accumulated saliva, despite which he 
complained of a dry mouth), sensations of vibration in his legs ex- 
tending occasionally to the heart, palpitation, and smothering feel- 
ings. Also present were nuchal pains, tinnitus, and stiffness of the 
extremities. Impotence was admitted, masturbation denied. 

At interview he was apprehensive with respect to his physieal 
status. Ilis responses were prompt, and his affeet was appropri- 
ate to the subject at hand. ‘‘} read up a lot of books about nervous 
conditions and palpitation. When I lay in bed and turn, my heart 
would palpitate ... I used to get these smothering feelings and 
Tused to spit a lot.’’ During the first few days in the hospital he 
was restless, worried about his heart and skin condition, and feared 
that his legs showed stiffness. Later he became more comfortable, 
spent considerable time lying about, complained of flatulence, and 
worried about his home ‘‘when he has to think about how his wife 
has to manage without him.’’ Still later he emphasized that his 
trouble was physical rather than mental, but also stated that he 
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was better than upon admission. The patient was quite talkative, 
and seemed to obtain satisfaction from discussing his somatie com. 
plaints. He was noted to observe himself closely, was inclined to 
interpret and diagnose his condition, and elaborated upon his 
symptoms whenever the opportunity arose. 

The following positive physical findings were demonstrated: 
coronary sclerosis with frequent irregular auricular extrasystoles: 
a pulse rate of 60; moderate general arteriosclerosis ; anputated 
distal phalanx of the left thumb; diminished hearing; skin lesions 
resembling ichthyosis. An electrocardiogram revealed coronary 
sclerosis and an auriculoventricular heart block. 

A diagnosis of anxiety hysteria was made. The patient was dis- 
charged two and one-half months after admission. 


COMMENT 


It is superfluous to point out that a single case proves nothing. 
It may be added that an organicist will see only the physical 
pathology in the patient presented. However, this case may be 
added to the growing list of those organic cardiovascular problems 
in which the somatic changes have at least some roots in psychic 
phenomena. 

One may wonder, of course, to what extent this man’s coronary 
sclerosis was part of the generalized process. But it is significant 
that symptoms attributable either to anxiety hysteria or to coro- 
nary sclerosis (or similar pathology) were in evidence long before 
the age when the latter may develop. On the other hand, the de- 
gree of actual organic cardiae pathology in this patient is signifi- 
cantly greater than that encountered in a comparable case of un- 
complicated moderate arteriosclerosis. This is shown by the auri- 
culoventricular block demonstrated eleectrocardiographically and 
by the irregular extrasystoles found on clinical examination. In 
further support of the main thesis, Fahrenkamp (quoted by Dun- 
bar*) emphasizes that organic cardiacs show comparatively little 
concern over the severity of their illness, and that their complaints 
are minimized or dissimulated. This contrasts with the ‘‘heart- 
neurotic,’? in whom there is a marked subjective experience of ill- 
ness in connection with the heart or the circulatory system, 
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It would appear to be more than coincidence that this individual 
should have developed such cardiae pathology after 35 years of 
worry over his heart. Alexander,’ studying a case of essential 
hypertension psychoanalytically, found a definite correlation be- 
tween emotional tensions and fluctuations of the blood pressure. 
“The nature of the emotional tensions has been identified as in- 
hibited, but not deeply repressed aggressive impulses directed 
partly inward against the patient’s own person in the form of de- 
pressions, partly turned outwards in the form of hostile feelings. 
These emotional states were mixed with an apprehensive worri- 
some state of mind...’’ In this case, one cannot refrain from quot- 
ing from Jelliffe 2 ** Behavior pattern has eaten its way into anato- 
mical pattern and will not be reealled.’’ 


Utica State Hospital 
Utica, N. Y. 
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PERSONALITIES OF INDIVIDUALS WITH TOTAL SITUS INVERSUS 


BY PURCELL G. SCHUBE, M. D., AND NAOMI RASKIN, M. D. 

Clinical situs inversus was recorded first in 1643 by Severinus, 
and pathologically described by Moellenbrock' in 1671. Since then 
the hereditary, embryologie, physiologic and pathologic aspects of 
this problem and its allied states (isolated congenital, isolated ae- 
quired dextrocardia, and incomplete situs inversus) have been care- 
fully investigated; excellent surveys of this literature have been 
compiled by Lichtman,? Moffett and Neuhof,*® Culver-Petresco,' 
Foggie,’ Clere and Bobrie,® Mandelstamm and Reinberg,’ and Rés- 
ler,* making it unnecessary to repeat them here. As far as can be de- 
termined from this literature, the fundamental personalities of per- 
sons with these congenital anomalies have not been studied. Inas- 
much as such radical organ reverses (i. e., mirror organ esthetics) 
in these individuals might well be reflected in the dynamics of their 
personalities, it was decided to make such a study on two individ- 
uals with situs inversus at this institution. 


Case Reports 

Case 1. M. M.,a white female, age 42 years, is the fourth of six 
children; the others are normal healthy individuals. Two mater- 
nal aunts are psychotic. M. M.’s birth, early development, prog- 
ress in school, and occupational activity were normal. At 16 she 
had her first sexual contact. At 20 she married, and adjusted well 
except for periods wherein she remained away from home without 
offering subsequent explanation. There were no pregnancies. She 
was described as a stable and adaptable person who got along well 
with others but did not care to mix. There were periods, however, 
in which she became sad and unhappy. She was neither a leader 
nor a follower, At the age of 30, following her complaint of head- 
aches, fatigue and weakness, she was found to have syphilis. At 
the age of 40, she had back and leg pains with failing vision and 
hearing. She became irritable, quarrelsome and antagonistic, in- 
different of the appearance of her person and home, and sexually 
promiscuous. She was brought to this institution, where physical 
and laboratory findings were indicative of neurosyphilis and eom- 
plete situs inversus. She was cheerful, partially cooperative, flirta- 
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tious, narcissistic, and hypomanic with periods of expansiveness 
and confusion. She talked freely, but expressed herself euphori- 
eally and inappropriately. Her orientation and memory were fairly 
vood: her insight and judgement were poor. Active treatment for 
neurosyphilis resulted in only one transitory remission over a 
period of four years, 

Comment: This ease is of interest for several reasons, as fol- 
lows: (1) As far as ean be determined, this is the second report 
of neurosyphilis in an individual with situs inversus. (2) The psy- 
chosis due to the syphilis was characteristic, and seemed not to be 
influenced by the situs inversus. (3) The patient’s personality 
makeup presented no features which could be attributed solely to 
the situs inversus, although she had been fully cognizant of her 
abnormality since childhood. (4) Other than the situs inversus, she 
presented no developmental defect. 

Case 2. KR. B., a white male, age 26 years, was the third of five 
children whose parents were father and daughter. The father was 
thought to be psychotic. The patient’s mother was emotionally 
unstable. ‘'wo brothers were subnormal mentally. 

R. B. was a normal, full-term infant. He walked at 14 months, 
talked at 18 months, but when he entered school only his mother 
could understand him. Ile was left-handed. Since childhood he 
had ‘fasthma’’; from 19 to 25 years, pulmonary tuberculosis. At 
school he was not a good student; he was slow to grasp ideas or to 
perform work. ITlis personality during childhood was deseribed as 
“different.’” Ilis speech was slow and monotonous, and he was 
conscious of it. He did not wish to play in groups. He had fre- 
quent tantrums, and felt that his brother received more privileges 
than he. There were periods when he appeared open, active, and 
cheerful; then he would become sulky and retiring. He was not 
interested in girls. He could see no point in a joke, and was dis- 
agreeable if anyone teased him. He would hold a grudge a long 
time. He was self-conscious, would not discuss his problems, and 
believed he would never be successful. As an adult, he was slow 
but diligent and managed to work well if given time: because of his 
poor memory, he could not be depended upon. He was unable to 
earn a living, and this gave him much concern. His periods of 
emotional instability increased in frequency. Toward the end of 
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his stay at home, these periods recurred as often as once a month. 
At such times he would refuse to talk and would remain by him- 
self, not wishing even to eat with members of his family. He felt 
that he should be in an institution. At 26 he was admitted to a 
mental hospital, where he stated he was unable to think or concen- 
trate; he was depressed, at times excited. His I. Q. was 73. Subse- 
quently the same year, he was committed to this hospital. Physical 
examination showed a probable complete situs inversus, as well 
as an old, healed pulmonary tuberculosis, Complete laboratory 
examinations confirmed these findings. Neurological examination 
was negative except for his slow, monotonous nasal voice, the slow 
movements of his appendages, and an internal strabismus of the 
left eye. On mental examination, he was cooperative, serious, and 
talked in a retarded, monotonous, hesitating manner. Usually his 
train of thought was relevant and coherent. He knew he was slow 
in speech and also slow in understanding others; if anyone talked 
rapidly, he could not understand him. Ile felt that his eyes were 
not good. He suffered from claustrophobia. He was correctly 
oriented, and his memory seemed fair if he was given time. His 
insight and judgement were good. Shortly before admission, his 
I. Q. was 82. One year later, it was 91. <A third test, given two 
years after the first, indicated an I. Q. of 84. 

Ile remained in the hospital three months, and adjusted well. 
Since he showed no active psychotic behavior, he was released, The 
following year he remained at home, having frequent explosive 
outbursts of irritability and anger. He was returned to the hos- 
pital, where he adjusted well, showing none of the outbursts which 
occurred at home. He remained by himself much of the time, was 
extremely docile and cooperative, but disinterested in group activi- 
ties. He was interested in writing, drawing and playing the violin. 
He was writing a book, filling pages with meaningless sentences 
which were childlike in character. His drawings, too, were child- 
like and profuse, his violin-playing likewise. Five months after 
admission, in November, 1934, he began to cough and had a tem- 
perature of 100° F. A diagnosis was made of pericarditis with ef- 
fusion. In April, 1935, his feet and legs became edematous and 
in May, 1935, fluid was obtained from his abdominal cavity. From 


June, 1935, through December, 1937, 207,000 ¢.e. of fluid were re- 
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moved by paracentesis. During this time, until he died in January, 
1938, he was quiet, childish, and docile, with occasional periods 
when upon slight provocation he would become petulant and surly. 
He was diagnosed psychosis with somatic disease, polyserositis. 

Autopsy revealed that the pericardium and the pleurae of both 
lungs were firmly adherent, forming a solid, irregular mass. The 
peri vardium had the firmness of eartilage. The heart was com- 
pressed by the pericardiuin and the pericardial cavity completely 
obliterated. The heart was in the right thorax, the apex pointing 
downward and to the right—the dextrocardia was total and com- 
plete. There was a complete transposition of all the large vessels, 
including the aorta. The lungs were likewise reversed. Both were 
covered by thick, white, cartilaginous pleurae. The peritoneal cav- 
ity was lined with a thick adherent layer of organised fibrin. There 
was a total and complete transposition of all organs in the abdomi- 
nal eavity. The brain weighed 1260 gm. The convolutions, al- 
though narrowed in the frontal region, were flattened, and the 
sulci showed only slight widening, except for the frontal tips where 
the widening was pronounced. Both temporal lobes, especially 
the right, showed much patchy gaping of the sulei. The vessels 
were thin and supple. Sections of the brain showed no gross path- 
ological change, and the differentiation between cortex and white 
matter was well pronounced. 

Microscopical sections of the brain stained with cresyl-violet 
showed much perivascular dilatation without cellular infiltration, 
i.e.edema. There was no active neuronophagia in the cortex. Oc- 
casionally a neuron showing a mild degree of chromatolysis was 
seen. There were no acellular areas in the cortex, but there was 
a diffuse loss of neurons in the deep layers. The Ramon y Cajal 
stain demonstrated no appreciable increase in astrocytes, but Hor- 
tega’s microglia stain indicated a hyperplasia and hypertrophy of 
microglial cells in the deep layers of the cortex and numerous swol- 
len oligodendroglia cells. Acute swelling of the oligodendroglia 
was described by Penfield and Cone” in 1926. They felt that such 
swelling occurred in a brain when that brain was subjected to 
toxins, to prolonged extremis, to edema, or to postmortem changes. 
The acute swelling of the oligodendrocytes in the ease here dis- 
cussed was probably due to the endogenous toxins elaborated by 
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the chronic disease polyserositis, and to edema of the brain. As 
Penfield’ has stated, ‘‘the acute swelling of the oligodendroglia 
is the most delicate index of disturbed cerebral function that we 
have.’’? Proliferation and hypertrophy of the microglia, accord. 
ing to Metz and Spatz’* is never independent, but is always see- 
ondary to other diseases. Bazgan and Enacheseu” have ascribed 
it to continuous cerebral irritation. According to Hortega, ‘‘the 
alterations of the microglia go hand in hand with disturbances of 
the nervous and neuroglial elements. They first appear in an in- 
sidious manner almost imperceptibly, and increase very slowly,” 
The presence of hypertrophied Hortega cells in the case of a long- 
standing intractable disease of cardiovascular origin, as in poly- 
serositis, can be explained only as a slow reaction to a chronic 
toxie state. This would seem to be the first case of chronie poly- 
serositis in which the reaction of oligodendroglia and Hortega cells 
is recorded. The complete pathology of this case will be presented 
in a subsequent paper. 

Comment: This case is of particular interest for the following 
reasons: (1) As far as ean be determined, this is the first report of 
the presence of Pick’s disease (polyserositis) in an individual with 
situs inversus. (2) In addition to the situs inversus there was a 
neurological disorder characterized by slow monotonous speech, 
difficulty in physical performance, as well as a mental disorder 
characterized by withdrawal from normal social activities, episodes 
of depression and of irritability, and subsequent deterioration. (3) 
The total picture was a complicated one in which the situs inversus, 
old pulmonary tuberculosis, polyserositis, and the neurological dis- 
turbance all probably played a part in producing personality 
changes and subsequent psychotie behavior, 


REVIEW AND Discussion 


The presence of a mental disorder in an individual with total 
situs inversus is unusual. he literature of allied states (such as 
isolated congenital dextrocardia, dextropositio cordis, dextrover- 
sio cordis, transpositio cordis, and dextropositions of other organs) 
is almost devoid of reports indicating the presence of such a prob- 
lem. In a few papers, an occasional statement has suggested some 
abnormal trait which passed unrecognized. 
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Weygandt® reported the case of a man who drowned, For nine 
months he had been ‘‘eatatonic.’”’ During this man’s youth, he had 
been a delinquent. His family was comprised of a series of indi- 
viduals of ‘‘low character’’: his father was heavily alcoholic; a 
distant relative was a psychopath with situs inversus. 

Kech’s'"® patient was a female with an isolated dextrocardia, He 
thought she had chorea at 10 years of age, but her mother attribu- 
ted the ‘‘nervousness’’ to fright... Willius’ reported a 59-year- 
old man with situs inversus who four years earlier had a sudden 
attack of weakness in his right arm and leg. He had subsequently 
some difficulty in concentration, periods of ‘‘peculiar’’ behavior, 
and episodes of thickened speech. Ellis'* reported a five-year-old 
boy with situs inversus; he had frequent violent outbursts of tem- 
per, was ungovernable and delinquent. Livingood’s patient, a 
74-year-old woman with an isolated dextrocardia, suddenly lost 
the function of her left arm and hand. She had been confused for 
several years, laughed and cried easily, had memory defects, and 
confabulated. Smith and Horton’ reported a 48-year-old woman 
with situs inversus. She had contracted syphilis at the age of 19, 
before marriage. Thirteen months before they saw her, she was 
depressed and attempted suicide by shooting herself. 

The cases of Willius and Livingood can be ruled out of this se- 
ries as being colored by arteriosclerotic and thrombotic processes. 
The cases of Weygandt, Ellis and Smith and Horton, also the two 
here presented, might cause some speculation whether or not cere- 
bral inversion might produce the problems evolved. When Wey- 
gandt reported his case, he noted that at autopsy the third frontal 
convolution on the right side of the brain was richer and larger 
than that on the left side. Because of his findings, he concluded 
that left-handedness in his patient could be regarded as a partial 
situs inversus and that it might, with the autopsy findings, be taken 
to indicate that in situs inversus there is an inversion of the cen- 
tral nervous system. This conclusion, of course, irrespective of its 
fascinating speculative possibilities, cannot be taken as factual be- 
cause sections of cerebral tissue taken from corresponding areas 
of both hemispheres may appear identical provided there is no uni- 
lateral lesion, If in complete situs inversus there is a transposition 
of the cerebral hemispheres, it cannot be determined, It is im- 
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possible to attribute the mental symptomatology of Weygandt’s 
‘atatonic patient to any organic structural change in the brain to 
which he attributes situs inversus. Furthermore, it is not neces- 
sary to have a cerebral inversion in order to develop a catatonic 
state, tantrums and delinqueney, syphilis, depression, suicide, and 
speech and intellectual difficulties. If this were not true, and if 
such abnormal states were characteristic of situs inversus, they 
could not have been overlooked for so long. This is substantiated 
by the cases treated here, because mentally they were opposed to 
each other, the apparent organic syndrome of one (R. B.) being 
absent in the other (M.M.).. A problem of even greater interest in 
these individuals is the relationship between personality develop- 
ment and the inverse physical state. If approached with the theo- 
ries of Adler in mind, these individuals might be considered to be 
organ-inferior. Not only do they have, and possibly feel they have, 
one organ different from the normal, but they have several groups 
of them different, i. e. they are physical freaks. Because of these 
defects, they might well develop marked feelings of inferiority and 
subsequently revert to a neurosis or a psychosis, or overcompen- 
sate in some form of asocial behavior to escape their conflicts, 

Weygandt’s and Ellis’s patients were delinquents; Smith and 
Horton’s and one of the present cases (M. M.) were sexually prom- 
iscuous. Kech’s case had what appeared to be chorea due to ‘‘ner- 
vousness”’ of fright. One patient (R. B.) was sensitive, irritable, 
quarrelsome and paranoid. All this behavior could be explained 
by Adler’s’ tenets: ‘*1. Every neurosis can be understood as an 
attempt to free oneself from a feeling of inferiority in order to 
gain a feeling of superiority. 2. The path of the neurosis does not 
lead in the direction of social functioning ... 6. The neurosis and the 
psychosis represent an attempt to free oneself from all the con- 
straints of the community by establishing a countercompulsion, 7. 
The countercompulsion takes on the nature of revolt.’’? The cen- 
tral theme is hatred and aggression. Adler insists that the indi- 
vidual’s method of reaction is rooted in his earliest childhood, and 
that he continues to use that method throughout his whole life. To 
him, criminality (delinquency) and prostitution (promiscuity) are 
all due to the will to power and are exhibitions of drives for su- 
periority. 
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M. M. was aware of the inversion of her internal organs at an 
early date. It was not possible to obtain from her an evaluation 
of her reaction to this state which made her different from other 
children. She says it did not affect her at all. Still she did not 
mix well, and had periods of depression. She could have been 
withdrawing from group activities, having depressed episodes be- 
cause of her awareness that she was different. This awareness 
was limited to her as far as the group was concerned. None of her 
friends knew of the situs inversus, and it was not visible. If she 
had wished to do so, she could not have exhibited it as an achieve- 
ment because of its very invisibility. If she did feel inferior, she 
might have attempted to free herself from this feeling and gain 
instead a feeling of superiority through her sexual promiscuity. 
This would be substantiated further by the manner in which her 
personality reacted to her neurosyphilis: by flirtatiousness, nar- 
cissism, and hypomanic behavior. Thus, in her personality behav- 
ior and in her psychosis M. M. may have followed the principles 
laid down by Adler. 

In the case of R. B., the problem is complicated by a probable 
neurological superstructure, so that in truth his problem might be 
explained more easily than that of M. M. upon the basis of organ 
inferiority. It is not possible, however, to state in what respect 
he might have been organ-inferior—whether it might be due to 
organ inversion which he knew he had before he went to school, 
to his respiratory problem, to his speech difficulty, to his physical 
slowness, or to his mental slowness. It would be intriguing to be able 
to attribute all his problems to organ inversion, and this could be 
done without fear of contradiction—but neither could such an as- 
sertion be proven. There is little question that he did have marked 
feelings of inferiority and was subsequently extremely sensitive 
about his defects. He withdrew from active social contacts and 
may have attempted to achieve his superiority through violin-play- 
ing, drawing and writing a book. He may have chosen to become 
superior in as many ways as he was physically inferior. In all 
this he was unsuccessful. Coincident with these overeompensatory 
attempts, he attempted to escape by further withdrawal from so- 
cial contacts, and when this withdrawal was interfered with, by 
aggression in the form of psychotic behavior. 
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Thus it is possible to explain the asocial behavior of these pa- 
tients with situs inversus by utilizing the tenets of Adler, 1. e. that 
in these individuals organ inferiority may be responsible for the 
abnormal behavior problems manifested, and which are probabl, 
uncontrollable unless complete desensitization to the unalterable 
organ inversions could be achieved. In the cases here mentioned 
this was not possible. 

SuMMARY 

Two cases of complete situs inversus are described and the prob- 
able etiology of their personality problems and psychoses dis- 
cussed from the point of view of Adler. 


Boston State Hospital 
Boston, Mass. 
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REPORT ON 441 CASES TREATED WITH METRAZOL* 


BY SIMON KWALWASSER, M. D. 


Whenever medicine has been faced with a chronic, progressive 
disease of unknown etiology, numerous different forms of therapy 
have developed. The existence of so many therapeutic approaches 
indicates that no entirely satisfactory solution has been found. 
Thus, prior to the empirical discovery of liver therapy for perni- 
cious anemia, a number of different treatments were in use. Some 
apparently produced improvement. The differential factor would 
seem to have been the fact that those patients who showed improve- 
ment were ingesting liver as part of their regular diet regardless 
of what other theory was being administered. No one knew, at 
the time, why this occurred, The same may be said of the speci- 
fie treatment of syphilis, diabetes and diphtheria. In these dis- 
eases, the etiology was known and the therapeutic solution was 
found on the basis of a rational therapeutic approach. In perni- 
cious anemia, the cure was the result of empirical discovery. 

The etiology and treatment of schizophrenia are still obscure 
and unsatisfactory. Many different approaches have been made 
to this problem, and a specifie agent has not yet been found for the 
treatment of the disease. Each new method has aroused a wave 
of enthusiasin, to be cast aside later after failure. If the etiology 
of schizophrenia is established, it is reasonable to suppose that a 
rational therapy may be discovered. 

The various therapies which had been used prior to 1929 in 
schizophrenia are presented in a comprehensive discussion by 
Hinsie.* 

Reifenstein and Davidoff? treated schizophrenia with benzedrine 
sulfate and indicated a 40 per cent improvement in 57 eases. They 
felt that benzedrine sulfate was more effective in the earlier cases, 
in the catatonic types of patients, and when administered intra- 
venously. 

Fever therapy has been tried by several workers. Templeton® 
treated 20 cases with malaria, making the following interesting 
statement: ‘‘There was a complete return to normal. Then, at the 
end of two months, a return to their former state.”? 


*Read before the Psychiatric Society of the Metropolitan State Hospitals, April 1, 1940. 
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Of 13 patients treated by Hinsie* with malaria, two became worse 
and two died. Ile concluded that the treatment was useless. 

Menninger’ gave typhoid vaccine twice a week, and of 33 patients 
so treated 21 improved. 

Cotton’s® application of his theory of focal infection resulted in 
extensive surgery, Ile reported successful treatment of 1,400 cases 
during the four years from 1918 to 1921, with only 42 return cases, 
Ile states: ‘*These results must be accepted as evidence that our 
work has been efficient. The fact that our recoveries in the last 
four years averaged 80 per cent of this group as against an average 
of 37 per cent for the period of ten years prior to 1918 should be 
convineing.’’? Other observers have not placed credence in this 
method, hence it has not been in use. 

The foeal infection theory was tested further by Kopeloff and 
Kirby.” They treated 120 cases, 58 on a focal infection basis and 
62 with nonspecific treatment, concluding that the results were the 
same in both the treated and the untreated cases. 

Carroll* * induced an aseptic meningitis. He claimed that 66 per 
cent of his cases showed improvement lasting from two to 11 
months, while several enjoyed complete remissions. 

Hinsie et al." have attempted the treatment of schizophrenia 
with oxygen and carbon dioxide inhalations. Twenty patients were 
treated by this method, but the results were not encouraging. 

A new kind of therapy was begun throughout the civilized world 
when Sakel" in 1934 deseribed the use of insulin hypoglycemic 
shock for schizophrenia. In a report to the New York Academy of 
Medicine on January 12, 1937, Sakel’* summarized the results of 
insulin treatment of his first 100 cases of dementia precox. He 
found that in cases where the duration of the disease had not ex- 
ceeded six months prior to treatment, 70 per cent of the patients 
were able to return to their former work and an additional 18 per 
cent had good remissions. In all other cases (that is, cases of more 
than six months duration), the results varied in direct relation to 
the duration of the illness. Forty-seven per cent of the cases 
showed good remissions, with the capacity to work; of these, 19 
per cent were full remissions. These results were compared by 
Sakel with the percentage of spontaneous remissions among un- 
treated patients (from 5 to 20 per cent). 
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Malzberg,” in a series of 1,039 cases treated with insulin, noted 
the following results: reeovered—12.9 per cent; much improved- 
7.1 per cent; inproved—25.3 per cent; unimproved—os.4 per cent; 
died—1.3 per cent. 

Meduna’s paper on metrazol therapy’ appeared shortly after 
that of Sakel. This therapy was hailed by administrators in psy- 
chiatric hospitals because it had decided advantages from an ad- 
ministrative point of view: it was cheap, simple, and allowed a 
much larger number of patients to be treated by a single physi- 
cian. In Meduna’s discussion” at a meeting of the Swiss Psychia- 
tric Association at Munsinger, Berne, in May, 1937, he stated: ** The 
authors who have employed my method even though they were 
only testing it, are proclaiming its great simplicity, its low cost, and 
its safety. These qualifications are of a kind to recommend, espe- 
cially to institutions for use on a large scale.”’ 

To evaluate metrazol therapy, its results must be compared with 
those obtained in cases treated nonspecifically, The latter vary 
greatly, this variation being attributable to two factors: (1) The 
diagnosis itself covers a clinical syndrome rather than a distinet 
disease entity. A large, heterogeneous group is included under 
the term dementia precox. (2) Much depends on whether an in- 
terpretation is made of a longitudinal section of a series over a long 
period of time or of a cross-section within a given short period. 
Specific methods of treatment deal with a cross-section rather than 
with a longitudinal section, since they are rarely followed over a 
period of many years. 

Mayer-Gross,” reviewing 328 patients and tracing 294, reports 
that 35 per cent were well or improved and at home; 3.4 per cent 
were at home but not improved; 19 per cent were in mental hospi- 
tals; 42.5 per cent had died. The period of observation was about 
17 years. 

Kleiman and Horowitz,” in a study of 170 cases of dementia 
precox discharged from the Psychiatrie Institute, found that 124 
(or 72.5 per cent) of these patients required subsequent hospital- 
ization. Of 20 patients who were treated intensively, six were im- 
proved but only two recovered. Of the entire group of 170 patients, 
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61 (or 36 per cent) improved and only nine recovered. Recovery 
and improvement ratio, according to this study, could not be corre. 
lated with the intensity of treatment. 

Cheney"™ studied 500 schizophrenics (300 men and 200 women) 
treated at the Westchester Division of the New York Hospital, 
Facilities there were better than could be provided in the routine 
‘are in a State hospital. The ratio of nurses and physicians per 
patient was much higher, and the equipment was superior. It was 
found that at the end of a year of hospital residence 37 per cent 
of the total number of patients were improved and 7 per cent re- 
covered, Cheney concluded that in catatonic dementia precox the 
prospect is 42 per cent improved and 10 per cent recovered, If 
patients have shown symptoms for not more than six months prior 
to admission, half of them will be benefited and 10 per cent will re- 
cover, If the illness has existed longer, there will be less expecta- 
tion of improvement or recovery, but the latter may occur even if 
symptoms have existed several years before admission. Further- 
more, this investigator continues: ‘‘We may expect that from two 
to 12 vears after admission of these 500 patients, 10 per cent will 
have died, 43 per cent will be having continued care in mental hos- 
pitals, and the remainder will be living outside of such hospital. 
Approximately 60 per cent of the original group will be unim- 
proved; 16 per cent will be improved, and 14 per cent will be much 
improved, and 12 per cent will be completely recovered. If a pa- 
tient has had a catatonic form of dementia precox he will have had 
a better chance to continue to improve after leaving the hospital 
than a paranoid, hebephrenic or senile type, and it may be expected 
that at the end of a number of years, the number of catatonie de- 
mentia precox patients who are recovered will be double the num- 
ber at the time of leaving the hospital. On the other hand, the 
prospects are that the hebephrenic patients as a whole will be worse 
than when they left the original hospital. We presented these facts 
to show what may be expected for the intense individual treatment 
of dementia preecox patients in a psychiatric hospital and offer 
them as a basis of comparison with the results than may be ob- 
tained by specific forms of treatment such as the use of insulin or 
metrazol.”’ 
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Romano and Ebaugh" investigated a series of 600 patients, 349 
of whom were followed. Of these, one (.29 per cent) showed re- 
mission ; 25 (or 7.25 per cent) showed marked improvement; 54 (or 
15.65 per cent) showed some improvement ; 192 (or 55.65 per cent) 
showed no improvement; and 73 (or 21.16 per cent) became worse. 

Osborne,” in a study of 500 cases of dementia precox admitted 
to Rockland State Hospital, concluded that among first admissions 
67 per cent of the simple, 59 per cent of the catatonic, 41 per cent 
of the paranoid, and 32 per cent of the hebephrenie patients were 
paroled, giving an average of 44 per cent for all types. Among 
readmissions, only 67 per cent of the simple type, 43 per cent of the 
paranoids, 30 per cent of the catatonics, and 28 per cent of the hebe- 
phrenics were paroled, making an average of 37 per cent. Of all 
those paroled or discharged, 72 per cent were first admissions and 
28 per cent were paroled more than once, 

Results of these studies of nonspecifically treated cases of schizo- 
phrenia provide the basis of comparison for the present study. 

Treatment with metrazol was instituted at Rockland State Hos- 
pital on January 10, 1958, and continued to March, 1939. Four 
hundred and forty-one patients formed the basis for this study; 
281 were males and 160 females. Although not all patients had re- 
ceived a complete course of treatment, all are included in this study 
because some who had received only one or two injections showed 
interesting vertebral fractures. [ach patient prior to treatment 
was given a fluoroscopic examination of the chest and was checked 
for evidence of cardiovascular and renal disease. Treatments 
were administered three times a week. The course of treatment 
consisted usually of 20 to 30 convulsive seizures, although occasion 
ally as many as 40 were produced. Convulsions were of either the 
petit mal or the grand mal type. 

The conditions under which the patients were treated varied 
from time to time. From January to September, 1938, 201 patients 
were treated by a physician whose entire time was devoted to met- 
razol therapy. From October, 1938 to March, 1939, the remaining 
240 patients were treated successively by several different physi- 
cians, each of whom carried out his entire hospital routine work 
as well as the care of patients receiving metrazol therapy. Because 
of the large number of patients treated and the time limitation of 
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the physicians available, psychotherapy was of necessity greatly 
curtailed. Supplementary to metrazol injections and psychother- 
apy, this group participated in occupational therapy, physical ther- 
apy, ward work and recreational activities. 

Table 1 has been prepared to show distribution according to diag- 
nosis, sex, and duration of illness of the 441 patients treated in this 
series. 


Tables 2 and 8 present an analysis of the material in Table 1. 


TABLE 2. NUMBER AND SEX OF PATIENTS IN Groups I-VII 








Percentage of total 

Group Number of cases cases treated Male Female 
I 16 3.6 10 6 
II 30 6.8 18 12 
Ill 80 18.1 59 21 
IV 100 22.7 64 36 
V 96 21.8 59 37 
VI 119 27.0 71 48 
VII 441 100.0 281 160 

TABLE 3. NUMBER AND SEX OF PATIENTS IN DIAGNostTIc Group 
Number of Percentage of total 

Diagnosis cases cases treated Male Female 
Schizophrenia, catatonic ............ 116 26.5 73 43 
Schizophrenia, paranoid ............ 158 35.8 105 53 
Schizophrenia, hebephrenic ......... 129 29.2 87 42 
Schizophrenia, simple .............. 14 3.2 6 8 
Schizophrenia, mixed ............0- 8 1.8 4 4 
Manic-depressive, manic ..........+. 7 1.6 1 6 
Manic-depressive, depressive ........ 5 1.5 4 1 

PUPUROUNTOND onc cscccesecccesuces 4 8 1 

441 100.0 281 160 


Table 2 shows the number of cases in each group; Table 3 gives 
the same information for the diagnostic groups. It will be noted 
from Table 2 that 315 of these patients had been ill for more than 
two years, and of these 215 had been ill more than four years. Pre- 
vious studies had indicated an extremely poor prognosis for those 
ill over two years. The principal reason for including such cases 
in this study was the request of relatives. 
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Within a month of the end of treatment, each physician com- 
pleted a card and indicated whether the case was ‘‘much im- 
proved,’’ ‘‘improved’’ or ‘‘unimproved.’’ There were no recoy- 
eries. Table 4 shows that 32 or 7.2 per cent of the patients were 
*‘much improved,’’ 114 or 25.9 per cent ‘‘improved,’’ and 295 oy 
66.9 per cent were ‘‘unimproved”’ at the end of treatment. 


TABLE 4. CONDITION OF Groups I-VII AT END OF TREATMENT 





Much improved Improved Unimproved 





Number Percentage Number Percentage Number Percentage 

Group of cases of group of cases of group of cases of group 
I 3 18.5 6 37.5 7 43.8 
II 10 33.3 9 30.0 2 36.7 
Ill 11 13.8 26 32.5 43 53.7 
IV 3 3.0 32 32.0 65 65.0 
Vv 3 3.1 24 25.0 69 71.9 
VI 2 1.7 17 14.3 100 84.0 
Vil 32 7.2 114 25.9 295 65.9 











Examination of Table 3 shows that Groups I, IL and ITIL econ- 
tributed much higher percentages to the ‘‘improved’’ and ‘‘much 
improved’’ sections than did any of the groups ill for more than 
two years. 


TABLE 5. CONDITION OF DIAGNOSTIC GROUPS AT END OF TREATMENT 


Much improved Improved Unimproved 


Diagnosis Number Percentage Number Percentage Number Percentage 
Schizophrenia, catatonic 9 7.8 34 29.6 72 62.6 
Schizophrenia, paranoid 9 5.7 45 28.5 104 65.8 
Schizophrenia, hebephrenie 11 8.5 25 19.4 93 72.1 
Schizophrenia, simple 1 7.1 2 14.3 11 78.6 
Schizophrenia, mixed 1 12.5 4 50.0 3 37.5 
Manic-depressive, manic 1 14.3 6 85.7 
Manic-depressive, depressive 2 40.0 3 60.0 
Psychoneurosis 1 25.0 1 25.0 2 50.0 








Classification of condition in relation to diagnosis is presented 
in Table 5. The catatonic group had the highest percentage of *‘im. 
proved’’ and ‘‘much improved’’ patients, followed closely by the 
paranoids. Although the hebephrenics contributed a lower per- 
centage to the ‘‘improved’’ and ‘‘much improved’’ groups com- 
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bined than did either the catatonies or paranoids, they had a higher 
percentage classified as **much improved’’ than did either of the 
latter groups. The simple schizophrenics showed poorest results. 
Of the eight dementia precox mixed, one was much improved and 
four were improved, making a percentage of 62.5, This is, how- 
ever, too small a group on which to base any conclusions. Among 
the manic-depressive, manic type, six out of seven showed no im- 
provement. Of the five manic-depressive, depressive type, three 
showed no improvement. Of the four psychoneuroties, one was 
much improved, one was improved, and two remained unimproved. 

Table 6 indicates the condition of patients at the present writing 
(July, 1939). 


TABLE 6. PRESENT CONDITION WITH RELATION TO DURATIONAL GROUPS 


Unimproved 
Group Number of cases Percentage Number of cases Percentage Number of cases 


Much improved Improved 


Percentage 


50.0 


I 8 50.0 8 
II 6 20.0 12 40.0 12 40.0 
IIL 30 37.5 50 62.5 
IV 2 2.0 23 23.0 75 75.0 
Vv 15 15.6 81 84.4 
VI 25 21.1 94 78.9 
VII 8 1.8 113 25.6 320 72.6 





Treatment was started in January, 1938; some of the patients 
(201 in number) completed their course more than a year prior to 
the present writing; all patients completed treatment at least five 
months prior. Table 7 shows that eight cases, or 1.8 per cent of 
the total group, were termed ‘*much improved,’’ 113 (or 25.6 per 
cent) ‘‘improved,’’ and 320 (or 72.6 per cent) ‘‘unimproved.’’ As 
is readily seen, six of the ‘‘much improved’”’ cases come from 
Group IT (ill from six months to one year) and two from Group 
IV (ill from two to four years). The derivation of the 113 termed 
‘improved’? is well illustrated in Table 6. From the same table, 
we see that among the ‘‘unimproved”’ cases a definitely higher per- 
centage falls into Groups IL], [V and V than into the shorter-dura- 
tional groups (I and IT). 

Present condition in relation to diagnosis is presented in Table 
7, There appears to be no great advantage for any one subelass 
of schizophrenia as compared with the others, except that the 
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schizophrenics of the simple type all did distinctly worse than the 
rest. 











TABLE 7. PRESENT CONDITION IN RELATION TO DIAGNOSIS 
a A a ini at Pe Ee EE Ey ln ae aa 
Much improved Improved Unimproved 
Number of Number of Number of 
Diagnosis eases Percentage cases Percentage cases Percentage 
Schizophrenia, catatonic 3 2.6 31 27.0 81 70.4 (1 died) 
Schizophrenia, paranoid 2 1.3 37 23.5 118 75.2 (1 died) 
Schizophrenia, hebephrenic 2 1.6 34 26.4 93 72.0 
Schizophrenia, simple 1 : 13 92.9 
Schizophrenia, mixed 1 12.5 3 37.5 4 50.0 
Manic-depressive, manic 7 100.0 
Manic-depressive, depressive 4 80.0 1 20.0 
1 25.0 


Psychoneurosis 3 75.0 








Contrary to the general conception, the hebephrenic group did 
well compared with the catatonic group and actually exceded the 
paranoid group in percentage of cases improved. The results with 
the manic-depressives are interesting and deserve some comment, 
although the groups are too small to warrant any conclusions. Of 
seven cases of manic-depressive psychosis, manic type, none show 
improvement; of five cases of manic-depressive psychosis, depres- 
sive type, four (or 80 per cent) show improvement. The latter cor- 
responds fairly well with the findings of Bennett*’; he treated four 
eases of involutional psychosis and six of manic-depressive psy- 
chosis, depressive type, commenting as follows: ‘*The consistent 
change in affect in all ten of these severely depressed patients fol- 
lowing convulsive shock therapy leaves but little doubt that the 
treatment was responsible for the change. The regularity of im- 
provement within two weeks after pentamethylene-tetrazol treat- 
ment was begun, even in severe types in the presenile period, 
speaks for the specificity of the method.”’ 


TABLE 8. COMPARISON OF PRESENT CONDITION AND CONDITION AT END OF TREATMENT 








Present condition 











At end of treatment Much improved Improved Unimproved 
Much improved 32 4 28 
Improved 114 4 53 57 
Unimproved 295 32 263 








441 8 113 320 
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Table 8 was prepared to show the present condition of patients 
termed ‘‘much improved,’’ *‘improved’’ and ‘unimproved’ at the 
end of treatment. Of the eight cases termed much improved at 
present, only four are from the group so designated at the end of 
treatment; the other four are derived from cases termed merely 
‘improved’’ at the close of treatment. Thus, of the original 32 
vases termed ‘‘much improved’? in Table 4, only 4 remain much 
improved, and some of them seem to be going steadily downhill. 
Comparing the improved groups in Table 4 and Table 6, it seems 
at first glance as if there were little change—there are 114 ‘‘im- 
proved’? in Table 4 and 113 in Table 6. The latter, however, are 
not the same 115 cases as were termed ‘‘improved’’ in Table 4. 
The figure is misleading, for of the 114 cases designated ‘‘im- 
proved’’ at the end of treatment only 57 have maintained improve- 
ment to the present. The other 57 are now termed ‘‘unimproved.”’ 
Thus, 89 cases which were termed either ‘‘much improved”? or ‘‘im- 
proved’’ at the end of treatment retained sufficient improvement to 
be classified as ‘‘improved’’ at present. The remaining 32 cases 
of the 121 termed ‘‘much improved”’ or ‘‘improved’’ at present 
(eight ‘‘much improved,’’ 113 ‘‘improved’’) are derived from those 
vases described as ‘‘unimproved”’ at the end of treatment, Thus, 
32 cases Improved long alter treatment was coneluded. 

At this point, the following general observations may be made: 

1. Metrazol therapy produced a sustained improvement in only 
61 cases, or less than 14 per cent of this group of 441 patients. 
Twenty-eight other patients who were ‘‘much improved”’ at the 
end of treatment regressed to ‘‘improved’’ and will probably re- 
gress further. Fifty-seven patients who were improved regressed 
to ‘‘unimproved.’’ 

2. Throughout the study, the duration of illness with respect 
to prognosis appears to have been the most important single factor 
in this particular series. The shorter the duration of illness, the 
greater the percentage of improvements. 

3. The type of schizophrenia appears to be uncorrelated with 
improvement except that simple cases in this series did distinetly 
worse than the other type. 

Sixty-five patients (35 males and 30 females) in this series have 
so far been paroled (to July, 1939). 
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TABLE 9. CONDITION AT TIME OF PAROLE IN RELATION TO DURATIONAL GROUPS 

















Group Much improved Improved Unimproved 
I 3 
II 5 10 
Iit 15 3 
IV 1 9 4 
Vv 8 2 
vi 5 
vil 6 50 9 








Table 9 indicates the condition of patients at time of parole in 
relation to duration of illness. Nine cases were regarded as ‘‘un- 
improved’’; of the remaining 56, six were termed ‘*much im- 
proved’’ and 50 ‘‘improved.’’? Group II contributed five of the 
‘‘much improved’’ cases, and Group IV contributed one. The 
largest percentage of paroles occurred in Group IL; 16.7 per cent 
of these were ‘‘much improved’’ and 33.9 per cent were ‘‘im- 
proved,’’ making a total of 50 per cent showing improvement. This 
is much better even than Group I, which showed only three cases 
or 18.75 per cent of paroles. In Groups | and II together, con- 
sisting of 46 patients, 18 (or 39.1 per cent) were paroled. Of the 
80 patients in Group III, 18 (or 22.5 per cent) were paroled, and 
in Group IV 14 (or 14 per cent) were paroled. In Group V, the 
number of paroles was 10 (or 10.6 per cent) ; in Group VI, five (or 
4.2 per cent. In Group VII, the total combined group, 65 cases or 
14.73 per cent were paroled; of these, nine or 2.04 per cent were 
*‘unimproved,’’ six or 1.56 per cent ‘‘much improved,’’ and 50 or 
11.33 per cent were ‘‘improved.’’ This makes a total of 12.69 per 
cent paroled as ‘‘improved,’’ 2.04 per cent as ‘‘unimproved.”’ 

Twenty-two of the patients paroled were paroled from six to 
12 months after they had completed treatment and had returned 
to their original wards. Of the 22, five were termed ‘‘unim- 
proved”’ at time of parole and 17 were either ‘‘improved’’ or 
‘‘much improved.’’ The other 43 paroled patients were paroled 
within six months of the end of treatment: four of them were ‘‘un- 
improved,’’ leaving only 39 (or 8.84 per cent of the entire group of 
441 patients) who were released as ‘‘improved”’ within six months 
after treatment. Those patients who were paroled later than six 
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months after the termination of treatment could hardly attribute 
their improvement to metrazol therapy. ‘Twelve of these paroled 
patients have completed one year of parole and have been dis- 
charged. 

Table 10 gives the number and condition of parole patients fall- 
ing in the various diagnostic groups. It is interesting to note that 
the hebephrenics have not only the largest number but also the 
largest percentage of paroles. 


TABLE 10. DIAGNOSIS AND CONDITION OF PAROLE CASES 








Im- Per Unim- Per 





Number Per Much im- Per 








Diagnosis paroled cent proved cent proved ean proved cent 
Schizophrenia, catatonic 18 15.5 3 02.6 14 12.0 1 00.9 
Schizophrenia, paranoid 19 12.0 1 00.7 14 8.8 4 02.5 
Schizophrenia, hebephrenic 21 16.2 9 01.6 16 12.4 3 02.3 
Schizophrenia, simple 1 7.1 0 1 71 0 
Schizophrenia, mixed 3 37.0 0 3 37.0 0 
Manic-depressive, depressive 1 20.0 0 1 20.0 0 
Psychoneurosis 2 50.0 0 1 25.0 1 25.0 

5 9 02.1 


65 15.0 6 01.4 50 11. 











Kighteen patients were discharged ; five were ‘‘unimproved’’ and 
were transferred to other institutions. One patient was discharged 
to Ireland. The 12 remaining cases were discharged at the end of 
a year’s parole. 

COMPLICATIONS 


During treatment the following complications were encountered 
in the series of 441 patients: 
1. Fifty-six dislocations of the jaw occurred in 26 patients. 
Most of these patients had only one dislocation, while others dis- 
located readily (one as many as five times). 


2. ‘Two patients suffered fractures of neck of the femur. 


3. Five patients suffered dislocations of the shoulder. 

4. One patient suffered fracture of the tuberosity of the 
humerus, 

). One patient developed cellulitis of the face with subsequent 
empyema, but recovered. 

6. One patient died of intercurrent gastrointestinal disorder. 

7. One patient experienced repeated convulsions, 
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8. Two patients failed to breathe after convulsions, but were 
resuscitated with artificial respiration. 

9. One patient had an unaccounted-for elevation of tempera- 
ture with spitting-up of blood (X-ray of chest reported negative), 

10. Several patients bit their tongues, none seriously, 

11. One of the last complications discovered at this institution 
was a fracture of the dorsal vertebrae. 

On March 9, 1939, Polatin® read a paper at the Psychiatrie Tn- 
stitute which showed 43.1 per cent compression fractures of the 
dorsal vertebra in a series of 51 patients treated there. In most 
instances, the fractures were multiple. 

In order to investigate vertebral fractures, a series of 100 pa- 
tients (75 males and 25 females) was studied. Included in this 
study were the 30 patients with whom the writer was working at 
the time of discovery of fracture, 25 who had received metrazol 
in unusually large doses and over a prolonged period of time, and 
45 chosen more or less at random. In the first group (of 30), 10 
patients or 33.3 per cent sustained fractures. Of the 25 chosen be- 
‘ause of unusually heavy dosage (some had received as much as 
17 ¢.c. at one injection and a total number of grams as high as 
48.8), eight, or 32 per cent, suffered fractures. The cases chosen at 
random showed a slightly lower incidence of fractures than did 
either of the other two groups. 

It is interesting to note that the high-dosage group showed no 
greater incidence of fracture than did the 30 patients who received 
small doses and few injections. This finding indicates that the frae- 
tures are probably due primarily to mechanical phenomena rather 
than to the cumulative effect of metrazol producing changes in bone 
structure. If the latter were the case, we should expect to find a 
high percentage of fractures in the group which received the large 
amounts of metrazol. 

Of the 100 cases X-rayed, 29 per cent sustained fractures of ver- 
tebrae. The most frequent sites of fracture are the dorsal fourth, 
fifth, sixth, and seventh vertebrae. Of the 25 females, five (or 20 per 
cent) suffered fractures; and of the 75 males, 24 or 32 per cent. 
Thus, in this series the males were preponderant. This is the re- 
verse of Polatin’s* finding. 
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DiscUSSION 


A careful study of the statistical data on schizophrenia, some of 
which cover a period of many years, leads to the conelusion that 
statistics alone on prognosis in schizophrenia are probably not ac- 
curate. Unless such a statistical study is combined with a study 
of the life histories and psychological development of the individ- 
uals, it tells very little. Investigators of schizophrenia have em- 
phasized the numbers or percentages of cases showing improve- 
ment rather than the reasons why some individuals improved while 
others did not. This stress on percentage of improvement as a 
criterion for evaluating the merits of various therapies has led to 
misplaced and excessive enthusiasm. Overenthusiasm has char- 
acterized every new therapeutic approach. Undoubtedly, many ob- 
servers have noted true improvement; but they have also seen ‘‘im- 
proved”’ patients relapse to their former state. On the other hand, 
there are patients who suffer from this disease which is described 
as chronic, progressive, and deteriorating, who show amazing spon- 
taneous improvement after apparent deterioration for as long as 
five or even 10 years. The question to be answered in therapeutic 
experiments is why some patients continue to become progressively 
worse while others improve. It is important to determine the sig- 
nificance of the difference between those patients who respond to 
treatment, those who do not, and those who improve spontaneously. 

Even though many of the therapies used in the past have proved 
to be merely a ‘‘flash in the pan,’’ a historical review has been pre- 
sented at the beginning of this paper because it was considered im- 
portant to see whether there existed any common denominator in 
the various methods. If a common factor were present, it might 
explain improvements. Hudovernig,”® who used glandular therapy 
plus injections of proteins to cause temperature reactions, claimed 
better results than those obtained from glandular therapy alone. 
The question arises whether the additional shock contributed to 
the patient’s improvement. Cotton,° in his series of 1,400 cases, 
claimed 80 per cent improvement. There can be no doubt of the 
shock associated with his treatment—not shock as it is interpreted 
in insulin and metrazol treatment, but ordinary surgical shock. 
Templeton’ stated that in the 20 cases he treated with malaria there 
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was an early return to normal, but that this was followed at the 
end of two months by a return to the condition before treatment. 
These treatments all have the following common factor: the ther. 
apy involved discomfort, if not actual shock, to the patient. 

Almost all the studies cited seem to have another common ele- 
ment: they have brought about a tremendous increase in the per- 
sonal care of patients. The role played by this increased care and 
attention in producing improvement is regarded differently by ob- 
servers. Fay,* discussing his glandular therapy, observed im- 
provement in 21 out of 22 patients even before he started actual 
glandular therapy. He was unable to decide whether the improve- 
ment was due to the better environment and additional care which 
the patients received for three weeks prior to treatment. Kleiman 
and Horowitz," in their results at the Psychiatric Institute, noted 
no significant difference in improvement in those patients who had 
received intensive psychotherapy and those who had not. In a hos- 
pital such as the Psychiatric Institute, patients receive extended 
attention from a comparatively large staff and student body. What 
might be regarded in that institution as little psychotherapy would 
in a State hospital be considered intensive psychotherapy. 
Cheney’s* results indicate that patients who had a favorable en- 
vironment and intensive care from the time of their admission to 
the hospital seemed to do as well as, if not better than, many of 
those specifically treated. Most investigators who have used speci- 
fic therapy agree that psychotherapy is an essential part of the 
treatment. This raises the question whether the drug or other spe- 
cific therapy acts as a means of establishing a better rapport or 
whether it is the coincidental change in environment with its in- 
creased attention which acts favorably on patients. 

A second value to be derived from the review of previous thera- 
pies is that our present methods can be evaluated better, Insulin 
and metrazol therapy have been repeating the familiar cycle within 
the past few years. Many patients have apparently made excel- 
lent improvement, some have even been termed ‘‘recovered,”’ but 
many have regressed to their original condition. This is the same 
situation which has occurred in the history of many of the other 
older therapies. 
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The prospect of using metrazol or any other specifie drug to re- 
store to normal the behavior of a patient is indeed attractive. The 
problem is complicated by the fact that we do not know whether 
schizophrenia involves only one or more physiological or psycho- 
logical mechanisms. Some diseases can be described with amazing 
accuracy pathologically even though their etiology is unknown. In 
a ease of multiple sclerosis, for example, the neurologist can tell 
where to find the lesion although he is at a loss as to its etiology. 
Schizophrenia belongs to the group of diseases in which both eti- 
ology and pathology are vet undetermined. 

Further, it is not definitely known whether schizophrenia is even 
a disease entity. The present classification of schizophrenia is so 
broad that it is difficult at this time to expect any single specific 
therapeutic approach to cover this large clinical syndrome. In 
some diseases, stages have been closely defined. Thus, it is not 
fair to assume that pneumothorax is useless in a case of tuberculo 
sis because it does not cure the far-advanced lesion, and a thora- 
coplasty is not performed immediately in a case of incipient tuber- 
culosis. Here, differentiation has been made into fine therapeutic 
types on the basis of amenability to the proper method of treat- 
ment. Some day the diagnosis of schizophrenia may similarly be 
broken down. 

In our present state of knowledge, any attempted therapy in 
schizophrenia is in the last analysis purely empirical. Although 
reference has been made to treatments, these are not to be regarded 
as such unless any method of handling the patient is so regarded. 
Experimentally, they are merely therapeutic investigations, 

The results of metrazol therapy as shown in this study are ex- 
tremely poor, This is true whether they are compared with Malz- 
berg’s'’ series of 1,039 insulin cases (which showed 12.9 per cent 
‘‘recovered,’’ 27.1 per cent ‘much improved,’’ 25.33 per cent ‘‘im- 
proved,’’ 35.4 per cent ‘‘unimproved’’ and 1.3 per cent ‘‘died’’) 
or with the statistics on nonspecifie therapy which showed from 25 
per cent to 44 per cent improvements. The present results are 
poorer than even the poorest results obtained in nonspecifically 
treated cases. They have, in addition, shown the dangers and com- 
plications of metrazol therapy. There can be no doubt that in iso- 
lated instances, cases showed improvement after metrazol injee- 
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tions; however, the amount of improvement attributable to the as. 
sociated psychotherapy is unknown. The significance of the differ. 
ence between those who responded to the therapy and those who 
did not has not been evaluated. 

The foregoing discussion indicates that future studies should be 
directed not only toward deriving the percentages of patients who 
do and those who do not respond to treatment but also toward an- 
swering the following questions: 

1. Is the administration of the drug merely incidental in a re- 
covery which is actually due to added attention and additional psy- 
chotherapy? 

2. Is remission spontaneous? 

3. Was the original diagnosis correct? 

4. Are we dealing with a psychopathologiecal process which in- 

volves more than one physiological mechanism? 


SuMMARY 

I. Four hundred and forty-one patients (281 males, 160 fe- 
males) at the Rockland State Hospital were given metrazol 
therapy. 

Il. At the end of treatment, 32 cases (or 7.2 per cent) 
were ‘‘much improved,’’ 114 (or 25.9 per cent) were ‘*improved”’ 
and 295 (or 66.9 per cent) ‘Sunimproved.”’ 

III. In five months to one year after the end of treatment, eight 
cases (or 1.8 per cent of the total group) were ‘‘much improved,” 
113 (or 25.6 per cent) ‘‘improved’’ and 320 (or 72.6 per cent) ‘‘un- 
improved. ”’ 

IV. Of the 146 patients termed ‘‘improved”’ and ‘‘much im- 
proved’’ at the end of treatment, only 89 retained sufficient im- 
provement to be put in either of these categories five months to one 
year after the end of treatment. The other 57 cases regressed to 
‘“unimproved.”’ 

V. Thirty-two cases termed ‘‘improved’’ at present are from 
the group described as ‘‘unimproved’’ at the end of treatment. 
Such improvement long after cessation of treatment can hardly 
be ascribed to the metrazol therapy. 
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VI. There appears to be an inverse relationship between dura- 
tion of illness and prognosis. Among the ‘‘unimproved’’ cases a 
higher percentage falls in the longer-durational groups. 

Vil. The type of schizophrenia appears to be uncorrelated with 
improvement except for the fact that simple cases in this series did 
worse than the other types. 

VU. Sixty-five patients (35 males and 30 females) of this se- 
ries have been paroled up to July, 1939. Of these, 56 were paroled 
as “‘improved’’ and nine as ‘tunimproved.’’ Of the former, only 
°9 cases were released within six months after treatment: in the 
other 17, the improvement could hardly be attributed to the long 
metrazol therapy. 

IX. Eighteen patients were discharged, 12 of them as ‘‘im- 
proved,’’ six as ‘*unimproved.”’ 

X. Seven manic-depressive, manic, patients were treated, of 
whom none showed any improvement. 

XI. Five manic-depressive, depressive, patients were treated, 
of whom four (or 80 per cent) showed an improvement. 

XII. Numerous complications developed in the course of the 
treatment by metrazol. Among these were vertebral fractures 
which were found in 29 per cent of 100 patients who were X-rayed. 
In addition, there were many other skeletal fractures and disloca- 
tions. 

ConcLUSIONS 

I. These results with metrazol therapy in schizophrenia have 
been much poorer than the results observed by many other authors. 
This may be due to the indiscriminate choice of patients, the lack 
of facilities for intensive psychotherapy, and the overenthusiasm 
of early observers in interpreting their results. 

II. Metrazol therapy gave no better results in this series than 
most observers have seen in nonspecifically treated cases. In many 
instances, the results with the latter method were much better. 

Ill. Metrazol therapy has many inherent dangers, some of 
which are now known. It took four years to find such a simple con- 
dition as a fractured dorsal vertebra. In addition, there have been 
complicating fractures, dislocations, torn muscles and broncho- 
pneumonia. 
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IV. Some cases of schizophrenia have shown dramatic improve. 


ment with metrazol therapy. It is difficult to predict which would 
show such improvement, It is apparent that in isolated instances 
and early in the disease, improvement may occur shortly after 
treatment. In some of these same cases, late followup results have 
shown regression to the original psychotic condition. 

Rockland State Hospital 

Orangeburg, N. Y. 


14. 
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THE EFFECT OF TREATMENT OF INTERCURRENT SOMATIC DISEASE 
ON PSYCHOGENIC DISORDERS* 


BY FRANK M. CRIDEN, M. D. 


That physical disorders may influence mental disease has long 
been known. A review of the relevant literature reveals that phy- 
sical disease may precipitate or aggravate a psychiatric reaction, 
but mention is made also of instances where it has had ameliorat- 
ing effect on the psychoses."* Most of the reports have been of 
isolated cases, relatively few having been based on studies of suffi- 
ciently large groups of patients.° It is the purpose of this paper 
to discuss the effect of intercurrent somatic disease and its medi- 
eal or surgical treatment on the course of 126 cases of what is or- 
dinarily considered psychogenic mental disease treated by the 
writer at the Creedmoor State Hospital. 

The original study was made on 173 female patients admitted 
to the hospital ward up to July 1, 1987. Forty-seven of these, how- 
ever, were later eliminated since they included seniles, arterio- 
sclerotics and others with organic psychoses: because the condi- 
tions for which they were admitted to the hospital ward were so 
closely related to the actual cause of their mental illness, they could 
not properly be considered as suffering from an intercurrent 
disease. 

Of the 126 female patients retained for this study, 48 had surgi- 
eal complaints, requiring 18 minor operations, such as incision and 
drainage or dilatation and curettage, and 21 major operations, such 
as nephrectomy or hysterectomy. Fourteen required treatment 
for fractures. General anesthesia was used in all but one ease. 
There were 78 patients suffering from medical conditions such as 
pheumonia, pernicious anemia and pulmonary tuberculosis. Sev- 
enty-five per cent of these were considered to be critically ill. 

Results: Tables 1 and 2 show the mental status of the surgical 
and medical groups respectively as of January, 1940, or at least 
two and one-half years after the completion of their treatment. 
The patients are also classified according to their psychiatrie diag- 
noses. 


*Read before the interhospital conference held at the New York State Psychiatric Institute and 
Hospital, New York, N. Y., April 18, 1940 
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It can be seen from Table 1 that of the 28 schizophrenic surgical 
patients, three were paroled and discharged as improved although 
one of these had had a previous parole and return. Another pa- 
tient was paroled and returned, making a total of five paroles. On 
the other hand six died, three of the deaths occurring later and not 
related to the conditions for which they were operated. Nineteen 
patients remained in the hospital, three being mentally improved. 
In the manic-depressive group, five were discharged, three as re- 
eovered and two as improved, while a sixth was discharged out- 
right as improved. ‘Two patients died and three are still in the 
hospital in an unimproved state. One patient suffering from a 
psychosis due to drugs (morphine) was discharged as recovered, 
readmitted about one year later with an aleoholie psychosis (de- 
lirium tremens), and again discharged as recovered, 

It is interesting to note that five of the schizophrenic patients 
had a hospital residence of one year or less and that one of these 
was able to return home; 23 had a residence of one year or more 
and two only were paroled. Similarly in the manic-depressive 
group three of the four patients with a year or less hospitalization 
were released, while only three of seven with more than one year 
stay in the institution were returned to the community. 

In Table 2, it is set forth that 40 of the 78 patients treated were 
schizophrenics. Two of these were discharged as recovered, a 
third as improved (the latter was subsequently readmitted to an- 
other State hospital). There were 12 deaths, three occurring later 
from conditions not related to the physical disorders for which the 
individuals were treated during this study. Twenty-five patients 
remained in the hospital, three being considered mentally im- 
proved. There were 16 patients with manic-depressive reactions. 
One was discharged as recovered, one died from her illness, an- 
other died later from another cause, and 13 remained in the hos- 
pital, two having improved. In this group were seven patients 
suffering from psychosis with convulsive disorder (epilepsy). 
Two were paroled from the hospital but were later returned, while 
one was paroled and died at home. Three patients died in the hos- 
pital, one death occurring at a later date from an unrelated con- 
dition. Three patients remained in the hospital, one of whom was 
improved. Seven involutional psychoses were treated: one pa- 
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tient was discharged as improved but readmitted, three died and 
four remained in the hospital, one having improved. Of the re- 
maining eight patients, three died and five stayed in the hospital, 
one of whom was improved. 

In the medical as well as in the surgical group, the number of 
patients who were able to leave the hospital was also related to 
the length of hospital residence. ‘lwo of the six schizophrenie pa- 
tients who had a hospital residence of one year or less were pa- 
roled, while only one of 34 patients with a residence of one year 
or more improved sufficiently to return home. In the manic-depres.- 
sive series, one out of four with a one year or shorter hospital resi- 
dence was released, while there were no paroles in the more-than- 
one-year residence group. 

From the above results it is evident that in 20 of the 126 patients 
suffering from psychogenic disorders, sufficient Improvement in 
mental condition occurred to warrant parole from the hospital. At 
the end of two and one-half years, 14 of these are still home. 
Thirty-three patients died; 78 are still in the hospital, and of these, 
11 are considered to be definitely better adjusted to institutional 
life, 

A closer study of the individual cases shows that in five patients 
a definite relationship existed between the mental improvement and 
the correction of the physical disorder, while in eight this relation- 
ship was questionable. In 14 patients, the mental improvement 
which followed had no apparent relation to the treatment of the 
physical condition. The potential effect of the treatment of soma- 
tic disease on the course of mental illness, as indicated above, can 
best be illustrated by a review of several brief case histories. 


Cask MATERIAL 

S. H., age 42, a widow, diagnosed manic-depressive psychosis, manie 
type, was continuously confined in the hospital beginning December, 1933. 
She was chronically disturbed, antagonistie and assaultive on provocation. 
In July, 1934, she began to have frequent and excessive vaginal bleeding, 
leading to the development of progressive secondary anemia and loss of 40 
pounds in weight. Relatives refused to give permission for operation until 
March, 1937. A diagnostic dilatation and curettage were performed under 
general anesthesia; hypertrophic endometritis was found. The excessive 
uterine bleeding stopped, and a rapid improvement in her physical condi- 
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tion took place. Within two weeks following the operative procedure, she 
became less antagonistic, more cooperative and amenable to psychotherapy. 
In April, 1937, her improvement progressed to the point where she was 
able to do good work in the employees’ cafeteria. After her parole in 
October, 1937, she was symptom-free and made a good adjustment in spite 
of her unpleasant home situation. She was discharged at the end of her 
parole period as recovered. 

It can be seen that recovery in this case is definitely related to the 
correction of the physical disorder from which the patient suffered. 
Although manie-depressives usually leave the hospital within a 
vear, this patient showed no signs of improvement for three years 
but recovered in a relatively short time after her operation. 

F. B., age 22 years, single, diagnosed dementia precox, catatonie type, 
was of typical schizoid personality. Her illness began in January, 1935, 
when she gave up work because of her inability to get along with fellow 
workers. On admission in February, 1936, she was resistive, uncommuniea- 
tive, and required tubefeeding. In Mareh, 1936, she was treated for a 
right otitis media but continued to be acutely disturbed and hallucinated. 
In May, 1936, she was noted as less disturbed. In July, 1936, she was treated 
in bed with gentian violet applications and vitamin B-1 for a large neuro- 
trophie ulcer of the mouth. Mental improvement from that time was rapid ; 
she was paroled in August, 1936, and discharged a year later as recovered. 

While the correction of the physical illness is here not as clearly 
related to the subsequent recovery as in the previous case, the 
improvement occurred so rapidly following the somatie treatment 
as to leave no doubt of its influence on the course of the mental 
illness. 

M. M., age 38, was diagnosed manic-depressive psychosis, mixed type. 
Seven years prior to her admission in June, 1936, she was deserted by her 
husband. She had great difficulty in supporting her children as well as in 
attending to household duties. At the time of her admission, she was under- 
nourished and had albumin and granular casts in her urine. She was de- 
pressed, agitated and uncommunieative. In July, 1936, she was treated for 
Vineent’s infection of the gums, which cleared up promptly and was fol- 
lowed by some improvement in the patient’s general physical condition. 
Mentally there was also some improvement, in that she cooperated better 
with hospital routine and was less agitated and depressed. During the next 
two months, she suffered intermittently from bleeding hemorrhoids, but 
there was no relapse psychiatrically. On September 14, 1936, a hem- 
orrhoidectomy was performed, following which her mental condition im- 
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proved notably, so that she was paroled within a month. Discharged at the 
expiration of a one-year parole period as recovered, she was much better 
able to cope with her difficult home situation. 

This patient made a rapid recovery from her mental condition 
following the hemorrhoidectomy, but the causal relationship is 
questionable because she had begun to show some improvement 
prior to the operation. 

S. D., age 61 years, married, was diagnosed dementia preeox, paranoid 
type. For 26 years prior to her admission, she had had periods of sus- 
piciousness, irritability and paranoid ideas directed toward members of her 
family and neighbors. Her psychosis was colored to a certain extent by her 
eyclothymie personality. In 1914 she had a residenee of four months at 
Kings Park State Hospital, where she was diagnosed ‘‘allied to dementia 
prwcox.’’ Twenty days following admission to the Creedmoor State Hos- 
pital on October 10, 1936, the patient experienced a cardiovascular col- 
lapse accompanied by partial loss of consciousness and confusion. As a 
result of treatment, there was physical improvement as well as disappear- 
anee of the organie mental reaction. Following this there were frequent 
periods when she was mildly disturbed, quarrelsome and paranoid toward 
patients and employees. However, with psychotherapy and hospital routine 
her mental condition showed gradual improvement, so that she was paroled 
about one and one-half years after admission and discharged a year later 
as recovered. 

While this patient eventually recovered from her psychosis, there 
was no apparent relationship between the final outeome of her men- 
tal illness and the treatment of her somatie disease. 


Discussion 


Modern psychiatry assumes that an individual becomes psychotic 
because he is unable to handle situations which for him are diffi- 
eult. The causal factor may lie in any field affecting human rela- 
tions. One of the most important etiological considerations is the 
well-accepted fact that physical illness may and often does precipi- 
tate or aggravate a mental disease. Sometimes this relationship 
is obvious and its effects marked. There are, however, not infre- 
quent instances when various physical defects or disorders, while 
they exist, are not considered of importance insofar as the mental 
disturbance is concerned, unless they are serious enough to 
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threaten the life of the individual. In the latter case, there is no 
hesitation with regard to the treatment, but in the vast majority 
of cases Where remedial measures are a matter of choice, this may 
be neglected for one reason or another. 

In our efforts to cure or to improve the mentally ill, effort is 
made to eliminate or to modify harmful factors in the individual’s 
emotional and environmental life. Since the presence of a physi- 
eal defect or disorder ean certainly in no way be helpful, it follows 
that this should be corrected as soon as possible. One cannot 
separate the psyche from the soma, What affects one must affect 
the other. All too often, even where the mental disease occurs first, 
the disturbed conduct at least produces a more or less debilitating 
physical state. This in turn aggravates the mental condition, set- 
ting up a vicious eyele. If there is also a definite physical disease, 
especially which in the patient’s mind seems to threaten his com- 
fort or even his life, the situation may become exceedingly serious. 
In such instances all efforts must be directed toward breaking the 
evele, and it should be attacked from the physical as well as from 
the mental facet. Moreover, while generally the psyehotherapeu- 
tie procedures remain the most important, doing ‘‘something 
tangible’’ for the patient’s physical comfort greatly facilitates the 
task of obtaining a positive emotional response. 

It is frequently observed that even disturbed or regressed pa- 
tients become more cooperative and accessible when treated for a 
physical disease. Apparently the threat to their comfort, or even 
to their very existence, causes a remarshalling of their more or less 
dissociated personalities in an attempt at self-preservation. Their 
autistic preoccupation is markedly diminished. The physician and 
nurses in ministering to their needs become necessary to them, so 
that a beginning is made toward a more adequate physician-patient 
relationship. It is important, however, to point out that this ad- 
vantage must be energetically followed up by appropriate psychia- 
trie procedures even when no further somatic treatment is required. 

Another factor which should be given consideration is the inter- 
est or lack of interest on the part of the patient’s relatives. This 
is especially important for the arteriosclerotic or elderly patients 
and the regressed schizophrenics. After a patient’s short or long 
residence in the hospital with no improvement, especially if he de- 
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teriorates, relatives may gradually lose interest in him. When he 
becomes seriously ill physically, his relatives are immediately no- 
tified, and as a rule they respond promptly. If following this ill- 
ness the patient shows some mental improvement, his relatives, per- 
haps partly because of feelings of guilt, may become more inter. 
ested, with a consequent beneficial effect to the patient. All efforts 
should be made to encourage this change in attitude for it may, as 
in some cases in this series, assist in eventually making possible the 
patient’s return to the community. 

A thorough study of each case in the series failed to show why 
certain patients were benefited while others were not, except for the 
common observation that usually the longer the duration and depth 
of the mental illness, the worse the prognosis. However, some pa- 
tients who appeared to be destined to a protracted hospital resi- 
dence were greatly benefited by having their somatic conditions cor- 
rected. Because of these facts, it is important that every effort be 
made to eliminate physical disorders as soon as possible after the 
patient’s admission to a mental hospital. In this way, whatever 
mental benefit may result will be more likely to occur in early cases 
than in the chronic psychiatric disorders which may become irre- 
versible. 


SUMMARY AND CoNcCLUSIONS 


1. One hundred and twenty-six cases of psychogenic mental dis- 
order were studied with special reference to the effects of treat- 
ment of intercurrent somatic disease. 

2. Twenty patients were sufficiently improved to be paroled; 14 
of these remained at home after two and one-half years. 

3. In five patients there was a definite relationship between the 
correction of the physical illness and the mental improvement. In 
eight this was questionable, while in 14 there was no apparent re- 
lationship. 

4. Some possible explanations for the beneficial results are dis- 
cussed and the importance is emphasized of removing physical as 
well as mental irritations as soon as possible after admission. 


Creedmoor State Hospital 
Queens Village, N. Y. 
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MISANTHROPIC DELUSIONS, ATTITUDES AND ASSOCIATED 
CHARACTER ANOMALIES 


BY MORRIS D. RIEMER, M. D. 


The normal human being in the course of his routine activities 
may have numerous justifiable complaints for which he will pro- 
duce basic facts, thus attempting to reach a more or less satisfae- 
tory adjustment. When, however, an individual begins to have an 
increased number of grievances which are without ascertainable 
‘ause and associates them with undue vindictiveness, he falls into 
the class of mentally sick persons and is said to be suffering from 
delusions of persecution. Such individuals may be rather readily 
detected as psychotic. Lying between these two groups is a large 
division of sufferers who are not clearly identified as abnormal, 
since their ideas (although having a semblance to those of the ob- 
viously psychotic) do not appear to be entirely without basis. The 
underlying current of their thought content unceasingly quarrels 
with hypocrisy, the disregard and selfishness of humanity, the mer- 
cilessness of competition, the relentless ambition and defiance of 
their neighbors, the brutal and warlike nature of humans, and so 
forth. One might think of them as entertaining a pessimistic phil- 
osophy of life, as being ‘‘radicals,’? reformers or cynies. Often 
they are thought of as ‘‘just peculiar.’’ Their ideation embodies 
essentially a misanthropic reaction toward everyone, and is accom- 
panied by a thinly concealed contempt for humanity. 

The subject matter of their production is necessarily as varied 
as their particular backgrounds in life, but throughout is evident 
the same displeasure and plaint. Thus, a patient being treated for 
a number of nervous symptoms repeatedly said that he could not 
trust the examiner because ‘‘all doctors are fakers.’? He would 
say, ‘‘you are a hypocrite—you really know nothing and pretend 
you know how to treat me. I believe you never cured anybody and 
you never will.’’ When told he was not being criticized for his dif- 
ficulties, he remarked: ‘‘I believe you criticize me in your mind but 
don’t tell me. I don’t think you or anybody can be kind or consid- 
erate.’? With regard to his fellow neighbors, he felt that ‘‘no one 
is to be trusted; people are just out to get you. Everyone is dis- 
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honest. A person who is honest does not exist, or is a fool and a 
sucker.’’? He claimed that he could not understand people, because 
‘they say one thing and mean another—even when they say what 


you say, they say it ina different way.”’ 


These ideas were not mere 
reflections of thought, but resolute convictions on the part of this 
individual. 

Another patient, age 31, who voluntarily entered the New York 
Psychiatric Institute for treatment because he was ‘*depressed and 
unable to work,’’ developed the following philosophy of life. He 
claimed that ‘‘all improvements and civilization in general repre- 
sent only material gain. Kmotionally, people have made no prog- 
ress except perhaps that they show better control, but given an 
emergency or an opportune moment they inevitably display their 
meanness. A dog when he is satiated will not snatch at the piece 
of meat lying next to him, but will allow the next one a share—a 
human being, on the other hand, is never satisfied and will take the 
last morsel from his brother for his self-aggrandizement. It is im- 
possible for one person to obtain wealth, position or power without 
stepping on hundreds of others and perhaps killing not a few. Peo- 
ple by their very nature are cruel and ruthless—they get along in 
life because they put aside thoughts of their own bestiality, or 
hypocritically parade around as good fellows. Every time I think 
of these things I feel that it is no use working or trying. I can’t 
see anything in life that’s worth while. All the other people do not 
wish to face the truth which they know very well.”’ 

A careful study of such patients gives evidence of a consistent 
elaboration of these misanthropic ideas for many years. The ideas 
are usually suppressed; they are voiced openly by relatively few. 
That they are essentially delusional and serve to dominate the in- 
dividual, is a matter to be observed by close scrutiny of the pa- 
tient’s firm convictions, accompanying reactions and conduct. In 
conformity with his ideation, the patient displays a characteristic 
attitude which in itself often belies the undercurrent of thought he 
is hiding. In addition to this, he presents fairly well-marked ano- 
malies of character. All these findings represent the outgrowth of 
the inner disease process from which the misanthrope is suffering. 
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Attitudes 


The patient’s ideas are not readily elicited, hence frequently 
overlooked. Difficulties of this nature are likely to occur in such a 
disorder because the patient is guarded, also because he has been 
brought to the clinic or hospital not on account of abnormal trends 
but for treatment of vague symptoms, frequently in the nature of 
somatic complaints. Anamnestic data, moreover, rarely give an 
inkling of the thought content because relatives are inclined to 
agree at least in part with what the patient says, and do not con- 
sider such ideas ‘‘out of the ordinary.’’ But perhaps the most pro- 
nounced factor hindering examination of his mental content is the 
patient’s general distrust. For this very reason, he is loathe to 
impart any of his ideas. The physician, almost upon first encounter 
with the patient, becomes incorporated into the indefinite number of 
‘*hypocritical humans’? who must necessarily not be confided in. 

Only to ‘‘less distrusted’? members of his family or individuals 
with whom he has associated for many years will the misanthrope 
disclose some of his trends. To the psychiatrist, even alter a num- 
ber of examinations, his remarks may be peculiarly noncommital. 
Because of his distrust, he keenly follows the psychiatrist’s train 
of thought, anticipating the next question, and will be prepared to 
offer a reply before the question is completed. 

In the patient there are varying degrees of aloof supercilious- 
ness. He shows a tendency to look askance at his neighbors, and 
frequently talks in a dull, monotonous, disdainful tone. An un- 
usual calmness or what appears to be a phlegmatie demeanor may 
be apparent with sluggish or insufficient response, amounting to 
indifference, toward what is going on about him. The misanthrope 
is seclusive, makes little social contact, and cannot develop real in- 
timate relationships with anyone. When the physician becomes 
sympathetic, the patient often withdraws and becomes suspicious 
of his motives. He resents any ‘‘ prying into his affairs,’’ and often 
entirely disregards or ‘‘walks by’’ those who do so. He is inclined 
to be bitter or sullen: this mood is strikingly prevalent and not in- 
frequently gives the patient a set facies of disdain and scornful- 
ness. He does not seem to be able to enjoy himself in the least. 
His smile or greeting is formal and forced. 


ye 


ne 


MORRIS D. RIEMER, M. D. 59 


Character Anomalies 
The character of these individuals centers upon essentially the 
same principle as the delusional ideas and attitudes—a distrust of 
mankind and an attempted defense against the ‘‘ever-present 
enemy—man.”’ 
For purposes of description and discussion, the abnormal traits 
are grouped as follows: 
1. Hypersensitivity 
(a) feelings of inferiority 
2. Faultfinding 
(a) argumentativeness 
(b) denunciation 
(ec) disregard 
3. Doubting 
(a) positive-negative attitude 
4. Megalomaniacal fantasies 
5. Relative inaccessibility 
(a) periods of mind blankness 
(b) lack of comprehension 
(c) inertia 
Hypersensitivity 
This characteristic is outstanding in these patients. A stolid, 
immobile expression paradoxically may conceal underlying insta- 
bility. The very entry of another person into the room may auto- 
matically react on the patient’s sensitivity to make him feel that 
he is now being tested or tried out. Accordingly, he will immedi- 
ately put himself on guard by becoming taut, rigid, and ready to 
parry questions. Most remarks, however innocuously expressed, the 
patient feels to have some deprecatory reference to him. <A pre- 
railing thought is that others are secretly criticizing him. With the 
least denial of anything he desires, he reacts sensitively, experi- 
encing disturbing feelings of being disliked, unwanted, even 
‘picked upon.’’? The aim of the patient’s defenses seems to be to 
forestall or to diminish these painful feelings. 
(a) The misanthropic individual is acutely sensitive because of 
his dominant and distressing feelings of inferiority. This is re- 
sponsible for the extreme pain or ‘‘hurt’’ when anything is said 
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about him which is not complimentary. The patient, of course, has 
no insight into his own latent feelings of inferiority, which for the 
most part remain unconscious; he believes that individuals about 
him are making him out to be inferior. Many of his defenses are 
organized to fight off the ‘‘offenders’’ surrounding him. Some 
realization of his annihilating feelings of inferiority is occasionally 
present in the patient when he will consider himself very stupid, or 
physically and intellectually devoid of capacity, despite obvious 
evidence to the contrary. 


Fault finding 


The typical misanthrope develops facility in picking out minute 
imperfections such as those universally present in everyone, bring- 
ing them into prominence as sufficient justification for a total con- 
demnation of whatever has been said or done by the other person. 
A patient while under treatment noticed that the doctor did not 
wear rubbers on a rainy day; this meant to him that he was neg- 
lectful, poor, and ‘‘absolutely incompetent.’? Another patient ar- 
rived at a similar conclusion because there was a button missing 
on the doctor’s shirt. Such an individual ruthlessly decries the 
slightest error in the other person’s behavior, manner, or speech, 

(a) When an attempt is made to show him his somewhat un- 
reasonable attitude, the misanthrope becomes argumentative, at- 
tempting to support his contentions by shouting down his oppo- 
nent, by talking excessively, by persistently picking out minor flaws 
in every statement he hears. Closely linked with the defensive 
trait of argument are the tendencies to denounce and to reject. 

(b) He will not hesitate, especially when unable for the moment 
to detect an evident flaw, to denounce statements as ‘‘very stupid,”’ 
‘‘absurd,’’ or ‘‘idiotic.’? If he does not express himself overtly 
in such terms, he entertains such thoughts implicitly, often reveal- 
ing only a scornful or glowering facial expression. As one gives 
him leeway to freely express his thoughts and reassures him he 
will not be criticized, this material is clearly brought out with a 
continuous stream of derogatory and condemnatory criticisms. 

(c) The end-result of this character anomaly is to reject or 
obstinately disregard what the other person does or says. This 
trait forms the greatest resistance to psychotherapy. When this 
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very characteristic is pointed out to the patient, he battles unre- 
lentlessly to reject the insight offered him, actually pushing aside 
vital help before he has had an opportunity to hear or to digest 
the information put before him. The patient will often reject ex- 
planations even before they are spoken, carrying with him a con- 
viction that ‘‘whatever I am going to hear will be no good anyway, 
and it’s no use even listening.’’ 


Doubting 


Not infrequently, this trait is a presenting symptom of which the 
patient is partly aware and about which he complains. He feels, 
however, that his doubt is in most instances justified. Again, this 
is an excellent defense mechanism developed to ward off the intru- 
sion of reality into the patient’s mind. Doubting arises most ex- 
tensively when the patient indulges in theoretical or abstract think- 
ing, but is applied even to concrete objects. A patient of this type, 
when asked whether he was sitting on a chair, replied **] know I’m 
sitting on a chair yet I’m not absolutely sure—particularly when 
you ask me whether I’m sure then I become uncertain.’’? This pa- 
tient, to justify his doubting, cited the statement of Descartes to 
the effect that ‘‘nothing really exists, everything is relative.’’ 

(a) The positive-negative attitude expressed by many such in- 
dividuals is associated with their marked uncertainty. Thus, a 
man teaching a class in law when asked his opinion on legal points 
would give full expression to his ideas on the subject, but would 
conclude his remarks by saying ‘‘but then again this may not be 
so and not apply at all.’’? The individual took especial pride in 
this ‘ves and no”’ reply, believing that in this manner he had ‘‘cov- 
ered all the possibilities’? and had ‘‘always left a loophole for 
himself to get out of ’’—1moreover, he felt it was ‘‘a diplomatic pro- 
cedure in which you offended no one and pleased everyone.”’ 


Megalomaniacal fantasies 


antasies of this nature may occupy the patient’s attention for 
hours, even days at a time. Notions run through his mind to the 
effect that he is an unrecognized genius, an intellectual giant, a 
person possessed of most unusual faculties; or the train of thought 
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may include ideas of possessing inestimable power, wealth, or prop. 
erty, of being welcomed as a spouse into the richest, finest home, 
and so forth. 

These thoughts are often accompanied by changes in posture, 
While thinking of his remarkable affluence, a patient will walk with 
his head high, his chest expanded, and an air of contempt toward 
his ‘*poor’’ fellow mortals. Associated with these ideas are pleas. 
ant feelings of which the patient is not always aware; these are oe- 
‘asionally described as feelings of ‘‘ecstasy’’ or of ‘‘being in- 
spired.”’ 


Relative inaccessibility 


(a) During treatment, a patient will often insistently report 
that he has no thoughts, or that his mind ‘* goes blank’’; in ordinary 
conversation the same phenomenon is likely to occur. This reae- 
tion is not caused by lack of knowledge or impaired intellectual fac- 
ulties, since even the material with which one is familiar will sud- 
denly ‘‘slip out of the mind altogether,’’ not unlike an amnesia, 
so that forgetting one’s own name for several minutes is not un- 
likely. 

(b) Coincident with this may be an inability to comprehend, 
to concentrate, or to fully understand what is heard or read. Al- 
though words are heard and can be repeated exactly by the patient, 
their meaning fails to impress itself upon his mind. The abnor- 
mality in its pronounced state resembles the reaction of a mute 
catatonic. 

(c) Symptoms of fatigue and inertia are common; these induce 
drowiness and a feeling of need to relax by taking naps during the 
day. Periods of resting 12 to 14 hours per day are of little avail 
in diminishing the symptom; rather, they seem to increase it. These 
difficulties create a state of relative inaccessibility, in which the in- 
dividual is unable to enter into contact with others or with himself. 
This anomaly is again a defense device protecting the individual 
from the ‘‘world outside’’ and the ‘* painful feelings’? within the 
self, 
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Other symptoms 


The illness of the misanthrope has a characteristic basic strue- 
ture, but its manifest symptomatology is variable. A combination 
of vague hypochondriacal complaints is frequently encountered. 
The patient will travel from clinie to clinic for help, receiving treat- 
ment in several divisions of an outpatient hospital department. The 
iIIness may present an agoraphobic or an obsessive-compulsive ap- 
pearance. Mingled with other complaints may be feelings of de- 
pression, fears, phobias, or some anxiety phenomena. 


Discussion 


A survey of the attitudes, delusions, and character anomalies of 
misanthropic patients discloses a similar motif in the configuration 
of each abnormal characteristic; this motif is an arrangement of 
reactions which permits an automatic recoil from humans in gen- 
eral. Into such a pattern may be woven all the manifold means of 
expression possessed by the human organism. Every device the 
patient uses to express himself seems to say ‘‘keep away from your 
neighbor, from all neighbors—they’re no good, they are vicious 
hypocrites who want only to harm you.’’ This attitude finds outlet 
through the devious abnormal routes indicated above, being espe- 
cially evident in the delusional content, less so in character anoma- 
lies, The whole disease process, however, appears to be built upon 
the numerous character anomalies which because of their intensity 
facilitate the formation of related attitudes and delusions. 

As has already been stated, the whole structure of this disorder 
has as its manifest objective the ‘‘protection’’ of the sufferer 
from the great ‘*mass of inimical humans,’’ this being accomplished 
by warding off fellow beings and leading an aloof existence. The 
patient, of course, has little or no realization of the gradual self- 
segregation which he has set up. The question arises, however, 
what possible motive there may be for creating a system of ae- 
tivity of this kind which, from a realistic standpoint, amounts to 
a slow form of self-destruction. Certainly there must be some ad- 
vantage or gain to induce these reactions. An examination of the 
various character traits shows this to be the case, for the patient 
admits experiencing ‘‘pleasant feelings’? in his megalomaniacal 
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fantasies; he feels ‘‘strong and assertive’’ 


when his sensitivity 


arouses him to some form of defense. Similarly, his doubting js 
conducive to a feeling of superiority over his fellows who “lack 
the capacity to make things clear.’’ Again, in his defense of rela- 
tive inaccessibility, he usually feels fairly calm and unperturbed 
while ensconced in the almost unimpregnable fortress of his inner 
world. The value, then, of these defenses lies in the increased self. 
esteem they afford, or the resultant comfort that is experienced 
inwardly. The inner need for bolstering up the ego is reflexive and 
unabating; this need in its all-compelling drive usurps the greater 
part of the activities of the total personality. 

Because of the inability of the misanthrope to tolerate or to ad- 
just himself to reality, he must necessarily (through his interpre- 
tations of this reality or environment) develop further and 
stronger defenses. His last and strongest lines of defense are his 
delusional ideas, which can withstand almost any assault of reason 
and afford ample expression of his instinctual demands. 

Freud’ stated that there is a grain of truth in every delusional 
system; this is particularly true in the misanthrope’s trends. In 
fact, people are often struck by the ‘‘naked truth’? he speaks of and 
not infrequently feel guilty of misdeeds when he reviles them for 
their hypocritical natures. From the viewpoint of the develop- 
mental psychologist the misanthrope is right, for man does possess 
aggressive hostile drives. These are frequently seen in children in 
their crude form. The child, who is gradually developing a code of 
ethical and moral behavior, cannot sufficiently control his instinet- 
ual predatory impulses and, at moments, will suddenly push aside 
or ruthlessly beat weaker children who stand in his way, or who 
possess what he wants; only too often, unfortunately, is this true 
also of mature civilized man. Generally speaking individuals are 
not unaware of these misdeeds, hence the misanthrope’s ideas are 
in many quarters considered not unusual, even credited as perspic- 
uous; again, in these days of war the misanthrope finds reality 
more on his side than ever before and claims credit for his general 
scorn, producing material that is not entirely without evidential 
value to support his contentions, 
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It is true that war, prejudices and various practices are born 
of hatred and envy, but the misanthrope infinitely enlarges upon 
these findings to characterize and condemn every human being as 
untrustworthy. Moreover, he seems to stir and froth constantly 
at the loathsome iniquities he finds at every glance. With a sort of 
vengeful gratification he attempts to impress his disdain by his 
manner, demeanor or ideas, 

It would seem obvious that the hostilities of mankind do not pro- 
vide an adequate justification for the universal condemnation of 
man’s acts. The misanthrope ignores the vast accomplishments 
and communal spirit for which man is everlastingly striving. Since 
there is but a minimum of real warrant for the patient’s ideas, 
what causes him to find everyone untrustworthy or hypocritical ? 

To answer this question, let us again investigate the patient’s 
delusions. A feeling which colors strongly his ideas is that of hos- 
tilitv: this is manifest in various forms, such as bitterness, irrita- 
bility, resentment, outright anger or rage. These reactions are con- 
stant and are discernible to a lesser degree in the patient’s gen- 
eral attitude and character traits. The very meanness and hostility 
that the patient decries so everlastingly, strangely enough, are 
present within himself. He has, however, no insight into his own 
extreme hostility, but instead attributes it to those about him. This 
“throwing-out’’ or projection of hostility onto others is for the in- 
dividual a means of getting rid of that which he finds troublesome 
within himself. The misanthrope, we can conclude, carries within 
him a reservoir of instinctual hostile aggressions which he freely 
projects onto the world outside by an ingenious faculty of playing 
upon the very human frailties which reside in himself in greatest 
quantities. Ile wears a mask, which ean hardly be detected as such, 
to hide his own underlying defects. 

To trace the origin of the patient’s overwhelming aggressive- 
ness it is necessary to examine his character traits. A large part 
of the individual’s character is formed in early childhood, and 
many characteristics displayed in present-day life ean be shown to 
have existed in the prepubertal years. In all the character anoma- 
lies studied, there is an accompanying pronounced form of hostil- 
ity; this, as already indicated, finds expression through the ave- 
nues of contempt, antagonism, distrust, sarcasm, dislike, or total 
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disregard. It is to be noted, then, that the misanthrope has shown 
a striking degree of hostile aggression almost all his life, or at least 
as far back as he can remember, Most individuals are able in the 
course of their development to divert their hostility into useful 
activities and to divest themselves of any direct unwarranted eyi- 
dence of hatred in their traits. 

What then accounts for the retention of this extreme hostility in 
the misanthrope? Here again, on observing his character anoma- 
lies, it is noticed that this type of person is unable to tolerate the 
least possible frustration. He is hypersensitive because he needs 
complete gratification in every possible way from his environment: 
the least sign of denial automatically arouses his hostility. Bio- 
logically, this reaction is natural. The animal and the child show 
this clearly; it is the principal means they possess of controlling 
their environment. ‘The child soon finds that this kind of behavior 
meets with strong disapproval, and gradually learns to put the in- 
stinctive force to more advantageous uses. The misanthrope, be- 
cause of his inordinate demand for immediate gratification (nar- 
cissism) cannot withstand any denial which would be entailed by 
the diversion of his instinctive aggressiveness into more acceptable 
channels. ‘he extreme need for narcissistic satisfaction reflexively 
demands immediate aggressive action—no other means or acts ap- 
pear to gratify his needs. [lis hostility, through the course of 
years, has been incorporated within a number of character anoma- 
lies which in a sense serve to disguise the crude hatred, yet at the 
same time act as vehicles for its functioning. 

The primary pathological defect is the misanthrope’s extreme 
narcissism. Virtually his total personality is engaged in attempt- 
ing to satisfy his immediate egocentric demands. Freud’ has 
stressed the important réle played by narcissism in the psychoses. 

The mechanisms involved in the symptomatology herein dis- 
cussed may be grouped as follows: 

1. ‘‘Protection’’? gained by warding off ‘‘inimical agents”’ 

(all humans) 
2. Increase in self-esteem 
3. Projection of the patient’s hostility 
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4, Inability of the misanthrope to divert his aggressiveness 
5. The symptoms and traits as vehicles for hostility 
6. Narcissistic needs 
CLASSIFICATION 

Such individuals form a great part of the vast army of ne’erdo- 
wells, hobos and parasites who directly depend upon the commu- 
nity or upon relatives for sustenance. They fall into the class of 
so-called ambulatory schizophrenics. As already noted, they may 
visit clinies for hypochrondriacal complaints. Often they present 
a problem in diagnosis because of the features mentioned: they can 
readily dissimulate or retain important information. As a result 
of insufficient data there can be much uncertainty as to their psy- 
chotie nature. Wherever any of the character abnormalities de- 
scribed above are noticed to a marked extent, the patients should 
be studied carefully for evidence of actual psychosis. 

Patients are found who show moderately successful adjustment 
to reality, who suffer from a prominence of a few of these charac- 
terological defects, yet do not reveal the attitudes or delusional 
ideas deseribed. Such individuals on complete examination will 
probably best fit into a borderline type of neurosis, or may be suf- 
fering from a marked character disorder. 

Some of the delusional content and other features of this illness 
are to be found interwoven in the psychotic manifestations of many 
mental disturbances. It is to be remarked also that the neurotic 
person displays mild signs of the various character traits men- 
tioned but not to the extent or intensity seen in the misanthrope. 


SUMMARY 


1. The nature of misanthropie delusions, attitudes and charac- 
ter anomalies has been described. 

2. An attempt has been made to show the source of the patient’s 
inordinate hatred, also the factors responsible for his inability to 
resolve this hatred in any way other than through his symptoms. 


Brooklyn State Hospital 
681 Clarkson Avenue 
Brooklyn, N, Y. 
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RATIONALE OF SPECIFIC THERAPY FOR THE PNEUMOCOCCIC 
PNEUMONIAS 


BY JESSE G. M. BULLOWA, M. D. 


As is also true of other infectious diseases, it is difficult to deter. 
mine the effectiveness of specific therapy in the pneumonias be. 
cause the invading organisms may differ in virulence and the hosts 
in their resistance. When the populations in several groups of 
compared cases are essentially similar, it may be possible to state 
of specific remedies, with a reasonable degree of certainty, that one 
remedy lowered the mortality to a greater extent than some other 
remedy or to a greater extent than no remedy. The difference in 
death rates, under such circumstances, may properly guide us in 
selecting a remedy. However, such knowledge of mortality rates 
would not determine, for the physician’s present patient, the de- 
sirability of employing one remedy rather than another when there 
is an appreciable and approximately equal death rate with both 
remedies. 

It has been well established that fewer patients succumb under 
chemotherapy and under serotherapy than without either of these, 
However, those patients recovering under one remedy may not be 
the same as would have recovered had they received that other pos- 
sible treatment. Under certain conditions, one remedy may act 
more favorably than the other, so that there may be an appropriate 
remedy for each patient as well as a better remedy for the ma- 
jority. To some extent, criteria for administering one remedy 
rather than another are available in accepted contraindications for 
the various specific therapies for the pneumonias. It is the goal 
of therapeutic endeavor to set direct indications for remedies as 
well as to determine contraindications. A study of the pathogene- 
sis of the disease, with an investigation of the action of each rem- 
edy with its influence upon the disease processes or agents, is pro- 
posed as a basis for choosing the appropriate remedy for each 
patient. 

Before discussing the basis after suggesting the desirability of a 
choice of remedies, the writer wishes to present his experience in 
the rotated therapy of the pneumonias in adults for the past year, 
in which no such selection was made. From January 1, 1939 to 
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December 31, 1939, the patients on his service at Harlem Hospital 
were rotated for treatment, receiving specific serum, sulfapyridine 
and the two in combination. Unfortunately, in spite of the rota- 
tion, the series was not completely comparable and additional ob- 
servations will have to be made, correction for adequacy of therapy 
being ultimately included. An analysis of the crude statistics re- 
veals a higher bacteremie incidence in the serum-treated cases 
which had the highest death rate. The crude statistics are shown 
in Table 1. However, as shown in Table 2, when the patients were 
divided into those receiving sulfapyridine early (on the first to 
fourth day) and late (on the fifth day and later), or some unknown 
day, it was found that apparently sulfapyridine was desirable in 
the later cases, and even in the earlier cases there was little differ- 
ence in the mortality in the three series. When the cases were fur- 
ther analyzed (Table 3) into those younger than 40 years and those 
older than 40, it was found that sulfapyridine was preferable to 
serum or to the combination in the older age group. Here again 
there was a significant difference in the bacteremie incidence, which 
might have been responsible for the difference. Obviously, such 
an analysis did not give any indication whether younger or older 
patients were treated early or late, so that any additional analysis 
of the younger and at the same time earlier cases, or of the older 
and late eases combined, was made (Table 4). Under these cireum- 
stances, it was found that, even in using these erude statistics, 
there was in no instance a sufficient difference to indicate by sta- 
tistical methods that one kind of treatment was better than the 
other. A study of the cases in Table I reveals that in some types, 
and especially in the bacteremie pneumococeus IIT eases, the re- 
sults were probably in favor of the use of sulfapyridine; at the 
present time, all pneumococcus III cases receive either sulfapyri- 
dine alone or sulfapyridine and serum. 

Returning to the pathogenesis of the pneumonias as the basis for 
selecting specific therapy, the interaction of host and invading 
pneumococci is now briefly described. When invaded by pneumo- 
cocel, the body responds with a characteristic inflammation and the 
production of specific antibodies. As the result of accumulation of 
type specific antibodies, capsular carbohydrate is neutralized, the 
capsules of the pneumococci become swollen, the organisms lose 
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their virulence and grow in chains. Factors develop in the lesion 
which lead to the lysis of organisms or to their phagocytosis, pro. 
vided the pneumococci are sensitized by antibodies. When a suf. 
ficient amount of specific antibody is present, the patient is unpois- 
oned, the pulse decelerates, the temperature is lowered, the leuko. 
cytes leave the blood stream, and the patient is well. This beneficial 
effect of autochthonous antibodies is accelerated by the intraven- 
ous administration of adequate amounts of specific antibodies pro- 
duced in horses or in rabbits in response to injections of pneumo- 
cocci. The serum of hyperimmunized animals is collected, refined, 
concentrated and titered and then parenterally administered to pa- 
tients, thus furnishing immune substances without fail and with. 
out effort from the patient’s immunity mechanism. 

Serums have the drawback that they must be specific for the 
type of pneumococcus responsible for the disease. It has been 
found that, in the presence of pneumonia, the organism obtained 
from the sputum is the one responsible for the disease in 93 per 
cent of cases. When pneumococci are abundant in the sputum or 
are present in the blood, typing is readily accomplished by the eap- 
sule swelling technique of Neufeld. At times, the pneumococei are 
not present in the discharges or in the blood, and under these cir- 
cumstances they may produce sufficient carbohydrate to be de- 
tected in the urine or in the blood. Delay in typing and instituting 
specific therapy may occasion the development of irreversible 
changes in the body, or a few organisms may become many and the 
lung blood barrier may be passed. 

Another method of therapy is desirable for patients in whom the 
immunity mechanism is active but the organism is extremely viru- 
lent, or when there is difficulty in determining the causative agent. 
The new sulfonamide compounds are available for altering the 
virulence of pneumococci and streptococci and some other bacteria. 
Sulfapyridine and sulfathiazole are the most potent of these sub- 
stances in the depression of pneumococci. Unfortunately, these 
compounds affect the patient as well as the invading germ. In the 
case of the pneumococcus, sulfapyridine may act not upon the 
carbohydrate but upon its body. In fact the body of the pneu- 
mococeus may diminish in size or even disappear while the 
capsule remains. The pneumococci frequently grow in chains with 
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distorted bodies when exposed to sulfapyridine, and apparently 
production of carbohydrate is diminished. It is possible that there 
is an interaction between carbohydrate and sulfonamide de- 
rivatives. 

If the pneumococci escape the action of sulfapyridine, they may 
become more resistant and a greater concentration will be required 
for their destruction than would have been necessary if they had 
not been exposed. This resistance to a given strength of sulfa- 
pyridine is associated with a change in their metabolism, evidenced 
by lessened ability to use glycerine, sodium pyruvate and sodium 
lactate. This sulfapyridine-fastness, which may be acquired in as 
short a period as three days, is a characteristic of great importance 
because, as MacLeod has shown, it may persist after animal pas- 
sage and, as the writer and others have observed, may develop dur- 
ing the course of treatment. At present, we know nothing con- 
cerning the loss of fastness or whether it is possible for an organ- 
ism to become vulnerable again. Sulfapyridine-fast strains are 
susceptible to serum, this being a good reason for employing se- 
rum as well as sulfapyridine. It is interesting to speculate upon 
the form pneumonia therapy may assume in several years, should 
our common strains of pneumococci become sulfapyridine-fast. 

Unfavorable effects may come from the use of sulfapyridine. 
In the course of detoxication, products are formed which are at 
once impotent against the organism and disadvantageous to the 
host. Sulfapyridine frequently causes nausea and vomiting, which 
may lead to the rejection of the drug; the exact mechanism of this 
effect is not known. The writer has noted eruptions and hem- 
orrhages occurring in the skin and in the mucous membranes of the 
bowels, which may become ulcerated. The nervous system may 
become disturbed with delirium and hemorrhages may flow into it. 

The writer has made a study of the occurrence of delirium. 
From January, 1939 to December, 1939, among 549 adult pneumo- 
nia patients, 133, or 24.2 per cent, became delirious. There were 68 
deaths in these cases, 40, or 59 per cent, having been delirious. Of 
64 patients who were bacteremic, 27 became delirious, or 42 per 
cent. ‘wo hundred and forty-one patients received sulfapyridine 
alone; 54 of these, or 22.4 per cent, were delirious. One hundred 
and forty-five received specific serum and sulfapyridine; 44 of 
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these were delirious, 30.3 per cent. One hundred and thirty-seven 
received serum alone and 31 or 22.6 per cent of these patients were 
delirious. Fourteen of the 20 patients who died and had received 
sulfapyridine were delirious, 70 per cent. Fifteen (75 per cent) of 
the 20 patients who died who received serum and sulfapyridine 
were delirious. Only 9 of the 22 patients who died after receiving 
serum were delirious. Forty deaths occurred among the 133 pa- 
tients who had delirium, 30 per cent. Among the 183 delirious pa- 
tients, delirium was mild in 33 patients, moderate in 93 patients 
and extreme in 10 cases. HKighty-six patients, or 66.2 per cent, of 
the delirious patients developed their delirium after treatment was 
started. 

Of the 86 patients who developed delirium during specific ther- 
apy, 17, or 20 per cent, were serum-treated, 32, or 37.2 per cent, 
were sulfapyridine-treated and two patients received sulfanila- 
mide, making a total of 39.5 per cent. Thirty-five, or 41 per cent, 
were treated with both serum and sulfapyridine. In some of these 
patients, the sulfapyridine is doubtless responsible for the delirium. 
The number of days after treatment was commenced when delirium 
occurred is given in Table 5, and its duration in Table 6. Many pa- 
tients receiving sulfapyridine complain of an expanding feeling in 
the head, some complain of disturbance of vision and some of con- 
fusion or of a desire to Jump through the window. 

In addition to these symptoms resulting from the action of the 
drug on the central nervous system, the circulating blood may be 
damaged with resulting hemolytic anemia, and the bone marrow 
may be adversely affected either directly or through the liver giv- 
ing rise to agranulocytie leukopenia and anemia. Acute atrophy 
of the liver is another possible effect. During its administration 
and even after it has been discontinued, sulfapyridine, like other 
drugs containing phenol, may produce severe metabolic disturb- 
ances shown by high fever or otherwise. Much less methemo- 
globinemia is produced by sulfapyridine than by sulfanilamide, so 
that in pneumonias where anoxemia already exists, sulfanilamide 
should not be chosen even when streptococci are present. 

One of the two principal methods of detoxication of sulfapyri- 
dine is the addition of acetic acid to sulfapyridine with the conse- 
quent formation of acetyl sulfapyridine and combination with 
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sugar. After combination with acetic acid, sulfapyridine is less 
soluble and may be precipitated in hard sharp crystals resembling 
uric acid in the kidney tubules. This may cause hydronepkrosis, 
or if the crystals are washed into or deposited in the kidney pelvis 
or bladder, they may form sulfapyridine stones. Obstruction in 
the urinary tract may be responsible for the retention of nitro- 
genous products with resulting uremic manifestations. The other 
method of detoxication is combination with glycuronie acid. This 
combination solubilizes the sulfapyridine so that it is more readily 
excreted and is maintained in solution. The glucose compound is 
ineffective unless the sulfapyridine is again set free. Both acety- 
lation and glucose combinations are reversible. In facet, free sul- 
fapyridine may be found in the blood after acetyl sulfapyridine is 
administered orally. When the liver is damaged, glucose combina- 
tion with the sulfapyridine is diminished and acetylation increases. 

The therapeutic strategy of the pneumonias should be that of the 
“Blitzkrieg’’, aiming to obtain a high concentration of the drug in 
the blood as soon as possible. Sulfapyridine has the great ad- 
vantage of being orally administered. Because of its ready solu- 
bility in the intestinal juices, the sodium salt is preferable. The 
sodium salt may also be given intravenously. With the sodium salt 
orally administered, high concentrations of free sulfapyridine in 
the blood may be achieved soon after commencing treatment. When 
sodium sulfapyradine is given, four to five milligrams per cent of 
free sulfapyridine was almost always found in the writer’s experi- 
ence in two and one-half hours, whereas with sulfapyridine it re- 
quired 12 to 24 hours for the attainment of an equal concentration. 
The concentration of free sulfapyridine in the blood depends upon 
absorption, excretion, rates of conversion and of fixation in the tis- 
sues. The usual initial dose for adults at Harlem Hospital is 5 gr. 
of sulfapyridine or of sulfathiazole. This gives a better and more 
sustained concentration than smaller initial doses; the continuation 
dose is 1 gram every four hours, day and night for adults, The 
drug may be suspended in food or in mucilage of acacia. Children 
are given 1 gram per pound of body weight per day, divided in six 
doses after an initial dose of one-half the projected daily dose. 
Therapeutically efficient concentrations should be obtained as 
quickly as possible and maintained, because the amount of acetyla- 
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tion increases when the administration is prolonged. It is often re. 
ported that benefit occurred when low concentrations were present. 
This should be interpreted strictly. The required effective concen- 
tration depends on the number and vulnerability of the particular 
pneumococci involved. The pneumococci may be or become resis- 
tant or fast, and a few pneumococci may survive and later resume 
their multiplication, having acquired resistance to the drug. If the 
pulse, temperature and respirations have not fallen in 18 to 24 
hours, the concentration of free sulfapyridine should be investi- 
gated and serum given because the strain of pneumococci may be 
‘‘fast.’’? If the concentration is ample, serum should be given to 
augment the action of sulfapyridine or to replace it. If the concen- 
tration of sulfapyridine is too low, it may be boosted by increasing 
the dosage or by intravenous administration. Sodium sulfapyri- 
dine in 5 per cent solution in water or saline is given slowly intra- 
venously at intervals of six hours when the concentration is low. 
Care to avoid leakage into the intravenous tissue is necessary be- 
cause the pH of the solution is 11. 

Sulfapyridine should not be given if there has been previous 
damage to the bone marrow or when there is severely poisoned 
liver or previous severe kidney damage. As has been mentioned 
above, sulfapyridine depresses the bone marrow. The reaction of 
the body to pneumococci is changed and leukocytes are neither at- 
tracted by them nor available. This change is advantageous in 
meningitis, but may prove disastrous in cases where a neutropenia 
is present and there is an invasion from some newly-encountered 
pneumococcus or streptococcus. Rich has pointed out that other- 
wise avirulent pneumococci become virulent in rabbits when the 
bone marrow is damaged with benzol. <A child who originally had 
a pneumococcus VI invasion succumbed to pneumococcus I when 
she developed an agranulocytosis after sulfapyridine treatment. 

In spite of its toxic effects, sulfapyridine is a most valuable drug 
and a most important addition to therapy. We are able to success- 
fully treat conditions such as pneumococcus meningitis and severe 
pneumococcus IIT bacteremias for which other therapies had failed. 
Serotherapy fortifies and accelerates the natural immunity mech- 
anism, while chemotherapy attenuates the invading organisms. 
There are as yet no absolute criteria for determining which remedy 
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to employ, but studies are in progress which may point out not only 
the cases which are most severely stricken but also the mechan- 
isms of recovery being utilized. Thus we may determine the ex- 
tent to which necessary mechanisms may already have been in 
operation, or in abeyance, before, during, or after therapeutic 
endeavor. 

Studies with de Gara and Bukantz in this laboratory showed that 
the most severely ill patients were those with detectable soluble 
carbohydrate in the blood. One hundred and thirty-three patients 
suffering from selected common pneumococcic types were carefully 
studied for the presence of soluble carbohydrate, agglutinins and 
precipitins in the blood. Eighty-two patients without detectable 
soluble carbohydrate in the blood were treated with serum, sulfa- 
pyridine or the combination; of these three died (a 3.7 per cent 
mortality). Of 16 bacteremic patients without detectable carbo- 
hydrate in the blood treated in the several ways, three died (18.7 
per cent mortality). Three of five patients without bacteremia but 
with detectable carbohydrate in the blood died, and five of nine pa- 
tients with soluble carbohydrate and no bacteremia died. This 
gave a mortality of 57 per cent for the 14 patients having detect- 
able soluble carbohydrate in the blood. In all, 16 patients had this 
substance in the blood: Eleven of 41 patients with pneumococcus 
III pneumonia, 3 of 33 with pneumococcus VIT pneumonia and 2 
of 16 with pneumococecus VIII pneumonia. The writer found it in 
none of 31 pneumococcus I patients or 9 pneumococcus V patients 
studied. The importance of the relation between pneumococcie car- 
bohydrate and protective antibody is shown in the following case. 

A 61-year-old patient suffering from a pneumococcus VII pneu- 
monia was admitted on the second day of his illness. He received 
horse serum without benefit, then rabbit serum with some help. 
His blood culture was sterile, but his blood became invaded on the 
sixth day with numerous organisms. He was then given rabbit 
serum and sulfapyridine with marked benefit. At the time he was 
given the rabbit serum, there was capsular polysaccharide in his 
blood but no antibody. Promptly the antibodies, both agglutinins 
and precipitins, increased and the polysaccharide disappeared from 
the blood. Later his temperature rose, the polysaccharide in- 
creased, and temporarily agglutinins appeared. He was then 
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given another course of sulfapyridine. The polysaccharide disap- 
peared from his blood, but reappeared when the sulfapyridine was 
discontinued. At this time, agglutinins were present, but no pre- 
cipitins. Subsequently he developed pneumococcice meningitis, and 
his organisms had become sulfapyridine-fast. (Figure 1), 
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Figure ] 
The interaction of antigen and antibodies and the effect of horse and rabbit 
serum in a patient suffering from lobar pneumonia and terminal pneumo- 
coccic meningitis when the organisms had become sulfapyridine-fast 


An approach to the selection of the remedy may also be found 
hy means of the studies of Frisch on the sputum. As immunity de- 
velops spontaneously, or in response to homologous serum, the or- 
ganisms in the sputum may be reduced in number, the capsules may 
swell, the pneumococci may be clumped, and as a result of sulfa- 
pyridine the bodies may become distorted and smaller. After the 
latter effect, the immunity response may appear. Pneuwmococci 
whose capsules are swollen, clumped and phagocyted in the sputum 
require no further treatment directed toward increasing immunity. 
Unless there is evidence of an effective immunity, such as anti- 
bodies in the blood, even when the organisms have disappeared 
from the blood and the temperature has become normal, there is no 
assurance that the patient will remain well. 

In a study of 60 patients who received sulfapyridine alone it was 
found, in association with de Gara and Bukantz in this laboratory, 
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that of 40 who manifested agglutinins and precipitins or agglu- 
tinins alone, eight died, 20 per cent, but not one of the 20 who had 
both agglutinins and precipitins died. Agglutinins and precipitins 
appear in the blood only on the eighth day or later in 75 per cent 
of these patients. 

It is an advantage to use as little sulfapyridine and serum as is 
possible, but to obtain results it is essential that enough serum be 
given to have detectable agglutinins and precipitins. This may 
require between 100,000 and 200,000 units, which should be admin- 
istered in the shortest time possible. Sulfapyridine should be ad- 
ministered so as to obtain an adequate concentration as soon as 
possible. It is not conservative to give small amounts because it 
must be administered for a longer time, the acetylization being 
greater when the dosage is continued, That the curative effect of 
sulfapyridine is augmented by an acceleration of the immunity 
mechanism which occurs when serum is employed, was shown in 
hone marrow experiments and in patients. Both of these remedies 
are of value in the hands of those who understand the principles 
of their use and their possibilities for good and for harm. For the 
best results, serotherapy and chemotherapy cannot be left to rule 
of thumb. We have much to learn concerning both methods of 
treatment. With precise indications and contraindications, the 
skillful use of both remedies promises to reduce the rank of a ‘‘cap- 
tain of the men of death.”’ 


College of Medicine 
New York University 
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Number of days after treatment began that case became delirious 
Number of days Number of cases Per cent Accumulated per cent 
hese than 24 hours ...6..sc0% 22 25.6 25.6 
ab ecko. b a a elee ek See 22 25.6 51.2 
EPA, 5478 had iach Says Gl wie 18 21.0 72.2 
a Ghd wd sein ke eet wane eandvenaie 8 9.2 81.4 
he aibiksd nipeAteh bie d eiale oid aa nie 6 7.0 88.4 
le, EEE Sy are es 10 11.6 100.0 
TABLE 6. DURATION OF DELIRIUM 
Number of recovered-cases Number of deaths Total 
Accumulated Mortality 
Number of days Cases Per cent per cent Cases Cases rate 
_ DES rere rere 27 29.1 15 42 36.0 
_ Ere meee dea 27 29.1 §8.2 8 35 23.0 
Pe aaa cask Sai ewane a ke 16 17.1 75.3 9 25 36.0 
Sa ash-ica es liceeine 10 10.7 86.0 1 11 9.1 
D. Gimae mahe we dae 4 4.3 90.3 5 9 55.4 
_ eee eer ee 5 5.4 95.7 1 6 16.7 
a awe edie bie aie 3 3.2 98.9 3 0.0 
__ Re aera eee 1 23 100.0 1 0.0 
See ere a pee 
NS catiio sda wae ae 1 1 100.0 
MED kes se 8 93 40 133 
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ALZHEIMER'S DISEASE 


Review of the Literature and Report of One Case 
BY W. H. ENGLISH, M. D. 


Alzheimer’s disease is a condition occurring in the presenile pe- 
riod, characterized by progressive dementia and revealing a typi- 
al but by no means specific pathological picture, 

This condition was first described by Alzheimer’ in 1906. By 
1937 almost 100 cases had been reported, although Jervis® asserted 
that only about 60 of these were typical. Increasing interest has 
been aroused in this condition, so that it is being more frequently 
recognized and described. 

The age incidence is generally 40 to 60 years, although appar- 
ently authentic cases have been described both above and particu- 
larly below these age limits. One of the controversies concerning 
this condition has centered upon this point. 

Rothschild® in 1934 stated that the disease occurred in women 
and in men in the ratio 3:2. 

The course of the illness is often fairly rapid, a considerable de- 
gree of dementia being attained in about two years. Its duration 
has varied from eight months to 20 years, the average being about 
five years. The present case, that of a female, age 61, had a dura- 
tion of five to six years. 

There are two schools of thought relative to the etiology. One 
of these would tend to limit it to the conception of an early senile 
or atypical senile condition. The other would separate it from this 
conception with its rather hopeless and inevitable connotation. 
This second group would prefer to think of the disease as a sepa- 
rate entity with an etiology based on a diversity of factors, at the 
same time allowing that some of these factors may be productive 
of similar changes occurring in senility. Both groups have served 
an excellent purpose. The latter school has tended to stimulate 
research into the various etiological factors, while the former has 
tended to act as a judicious brake on overenthusiastie speculations. 

Among the various causes cited are heredity, the endocrine 
glands and exogenous toxins. It seems fairly well substantiated that 
heredity plays a part in some cases, that toxins may constitute the 
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etiological agent, and that the responsibility of the ductless glands 
has not yet been determined. This, however, may be attributable 
to incompleteness of investigation, and more intensive work on this 
phase of the question is needed. 

How the changes are produced has also been a moot point, much 
speculation having been aroused without results. Vasospasm, per- 
meability of the hematoencephalic barrier, dispersion of the col- 
loids, have seemed to be involved. All these seem to offer most 
promising avenues of investigation. 


SYMPTOMATOLOGY 


The disease consists essentially of a slowly advancing dementia, 
often accompanied in the early stages by excitement, restlessness, 
irritability and pugnacity. It is characterized especially by agno- 
sia and aphasia. It is often difficult to determine the exact date of 
onset, a case reported by Boyd* being an exception. Most cases 
are well advanced by the time they reach the psychiatrist, which 
renders more difficult the task of tracing the etiological factor. 

Rothschild’ lists 10 sets of symptoms in the approximate order 
of their chronological appearance: 

. Impairment of memory, 


— 


2. Prolonged periods of restlessness. 

3. States of marked anxiety and depression. 

4. Disorders of speech (paraphrasia, perseveration, ete.). 
). Apraxia and parapraxia. 

6. Syncopal attacks. 

7. Epileptiform seizures. 

8. Cortical blindness. 


9. Muscular hypertonicity. 
10. Pupillary reflexes, facial paresis, sensory changes, pyra- 
midal tract signs. 

Some authors describe affective disturbances in the first stage. 
Boyd’s* case is remarkable in this respect, as it is the only one 
cited where the patient retained insight into his condition for a 
long time. He first noted inability to perform simple calculation. 
This caused him to become confused and depressed, In this in- 
stance, the emotional factor seems to have arisen directly from the 
insecurity wrought by the impairment of intellectual functioning. 
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Critchley’ drew attention to the relatively unexplored and often 
neglected objective neurological findings. Since then, the neuro- 
logical investigation has been more prominent but has not resulted 
in any specifie additions to our knowledge of the pathogenesis of 
the syndrome. He divided the preseniles roughly into two groups, 
the hypkerkinetie and hypokinetic. The former, it is generally 
agreed, is the larger and more typical of this condition. 

Lowenberg and Waggoner® drew attention to the involvement 
of the autonomic nervous system, shown by various symptoms such 
as drooling, perspiration, cyanosis, loss of sphincter control. 

Serology has so far failed to reveal significant findings. Some 
authors speak of the senile appearance of these cases. Rothschild® 
disputed this claim, and in the case reported here the patient ap- 
peared at least 10 years younger than her given chronological age. 
Arrests and remissions have been observed.® © * 


DIAGNOSIS 

Diagnosis may be accomplished in three ways: 

1. Interpretation of clinical signs and symptoms. 

2. Radiologically (by encephalography and electroencephalog- 
graphy). 

3. By biopsy. 

Although many authors consider the diagnosis difficult during the 
life of the patient, others feel the clinical course to be so typical 
that its recognition is easy, 

Grunthal’ remarked, ‘‘if we were to describe as a typical case an 
artificial average in which the chief features of every case were 
represented, we should get very little difference from any one 
case,’’ 

The Alzheimer condition is usually differentiated from senility 
by age, lack of fabrications, a more variable course, greater intel- 
lectual deterioration, and the presence of focal cortical signs such 
as aphasia and apraxia, 

There is a difference between the manner in which seniles and 
Alzheimer patients react to their infirmity, the latter reacting more 
vigorously to the abnormal aging process. 

Hannah’ points out that the youthful Alzheimer victim suffers 
from a lack of control over a dynamic organism, while the senile 














586 ALZHEIMER’S DISEASE 


shows a deterioration of the whole organism. In the first condition 
one system is disorganized, in the second there is a slow degenera- 
tion of the entire anatomical structure. While the symptoms may 
overlap, one is typical of energy misdirected, the other of complete 
exhaustion. 

Pick’s disease is the condition most likely to be confused with 
Alzheimer’s disease. Alzheimer’s is generally characterized by 
hyperkinesia, Pick’s frequently by hypokinesia. That the latter is 
not always so, is demonstrated by a recent case of Ferraro and 
Jervis... Severe memory defects are invariably typical of Alz- 
heimer’s disease, whereas memory is often surprisingly well re- 
tained (although not always expressed) in Pick’s. Alzeheimer’s is 
often expressive of violent emotional reaction, while Pick’s often 
betrays an emotional void. Logoklony and convulsions are not gen- 
erally present in Pick’s, 

Mayer-Gross® asserts that Alzheimer’s is essentially a disease 
of the posterior portions of the hemispheres, while Pick’s is located 
in the anterior parts—this having a bearing on the symptoma- 
tology. 

Kncephalography may be of help.*?» The usual findings are dila- 
tation of the ventricles and sometimes cortical atrophy. If cortical 
atrophy is demonstrated, Critchley’ feels that Pick’s rather than 
Alzheimer’s disease is indicated. The procedure helps some of 
these patients temporarily, but in others it causes a transient dis- 
turbance. 

Klectroencephalography in a case reported by Longridge et al." 
showed a well-marked delta focus in the middle frontotemporal re- 
gion on the left. 

Finally, biopsy has been employed to verify the diagnosis. 


PATHOLOGY 

It is only recently that a description of the pathological changes 
has appeared in English text books of neuropathology.'® ' ™ 

These changes consist of high-grade fairly symmetrical cortical 
or cerebral atrophy, the older portions of the brain being less af- 
fected, so that the central lobules are almost always spared. Cases 
have been reported in which patients are said to have been the vie- 
tims of hemiplegia.’ 
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In addition to the central lobules the occipital lobes, the cerebel- 
jum and spinal cord are relatively little affected. The brunt of the 
damage is born by the frontal lobes, with the parietal and temporal 
showing involvement, although some writers have made different 
elaims.’**° There is atrophy of both cortex and white matter, The 
brain weight is usually decreased, with the average being slightly 
over 1000 gm. Except for some hypertrophy of the Pacchionian 
bodies and some thickening along the fissures, the meninges are 
usually normal. 

In the atrophic regions, one finds diffuse dropping-out of cells 
and various cell changes with disturbance of the architectonics. The 
loss may be diffuse, the superficial layers (especially the third) are 
more likely to be damaged. The deeper layers, especially the fifth, 
do not escape entirely. Nerve cell damage is extremely frequent 
and consists of changes of a degenerative nonspecific type. These 
changes have been described as ischemic (Ferraro),'* pyknotie and 
sclerotic. 

The extreme type of lesion is the neurofibril change of Alzheimer, 
which is found in a variety of conditions. In Bielschowsky prepa- 
rations, the neurofibrils instead of normally running separately 
through the cell are deeply impregnated, clumped together, and 
assume fantastic appearances (familiarly referred to as whorls, 
spirals, baskets, skeins, tangles, clumps, loops, strands, ete.). 

The change is exhibited by one-quarter to one-third of the cells 
in the most affected areas, but other regions may fail to reveal a 
single neurofibril change. This phenomenon, according to Wer- 
tham,"’ is exhibited most frequently in the Ammon’s horn. There 
the large nerve cells are most affected, whereas in other centers it 
is the small pyramidal cells. 

There is increase in lipoid in both glia and nerve cells with an 
increase in iron both in the nerve cells and in the tissues. 

The so-called senile or argentophil plaques form a striking fea- 
ture of the histological findings. Their appearance cannot be con- 
sidered a specific change, since they have been found in senile 
brains not accompanied by dementia, as well as in eases not senile 
in nature. However, they are found in greater numbers in Alzhei- 
mer’s disease than in any other condition. Grunthal’ nevertheless 
remarks that no case of senile dementia appears without plaques. 








588 ALZHEIMER’S DISEASE 


They are found principally in the gray matter, and appear to occur 
with greatest intensity in the frontal lobe. They stain best with 
Braunmiihl, Bielsechowsky, Fano and Ramon y Cajal’s reduced sil- 
ver methods. They are argentophilic, consisting usually of a dark 
center surrounded by a light or clear inner ring and a dark outer 
circle. Their appearance varies and they differ greatly in size. 
They are easily recognized by their general fuzziness, somewhat 
akin to a ball of yarn. Their derivation is uncertain and the cause 
of much speculation: the general belief is that they proceed from 
a disorder of metabolism and are derived from the nerve cells, in- 
terstitial tissue, or both. 

Theories to account for their formation have been advanced by 
various writers. Braunmiihl” believed that alteration of the brain 
colloids gave rise to plaque formation. Lowenberg’ thinks that 
some alteration in the blood cerebrospinal fluid barrier might be 
responsible. However, in Boyd’s* case the bromide permeability 
of the hematoencephalic barrier was within normal limits. At- 
tempts have been made to distinguish between the plaques of Alz- 
heimer’s disease and those of senile dementia. 

It has been said that the severity of the mental disease has been 
paralleled by the number of plaques. Boyd’s* case does not bear 
this out. 

Glia cells are generally increased, and there is ordinarily margi- 
nal gliosis. The microglia are not conspicuously involved. Vessel 
changes are usually not remarkable. 

Arteriosclerosis does not rule out a diagnosis of Alzheimer’s dis- 
ease, as it occasionally exists in conjunction with it. 


CLINniIcAL REPoRT 


The patient, a 61-year-old white woman, was admitted to the 
Rochester State Hospital August 6, 1939 with complaints of failing 
memory and change of personality. The family history was nega- 
tive for mental disease. Both parents died in their eighties. One 
brother died at 45, cause unknown. 

The patient was born in Sweden in 1878, coming to the United 
States in 1894. She worked as a domestic until her marriage at 
27, which was congenial. She had two married daughters, ages 
32 and 29, and one unmarried daughter of 19. The patient’s gen- 
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eral health had always been good. She did not complain of head- 
aches or dizziness. As for her personality she was extraverted, 
being sociable, affectionate and well-liked. She was inclined to be 
sensitive. 

In 1914, the patient and her two older daughters went to Sweden. 
The war started a month later, and they had to stay there for one 
year. After returning home in September, 1915, she was not well for 
several years. She was depressed, unable to sleep, her appetite was 
poor, and she lost weight. She suffered from indigestion. At about 
Christmas time in 1915, she fainted. After regaining conscious- 
ness, she imagined she was going to die. She lacked confidence, and 
for at least three years continued to be depressed. Her doctor told 
her that if she had another child she would recover; the third 
daughter was the result of this advice. 

She gave birth to the child in 1919, and seemed entirely normal 
until five or six years before her admission to the Rochester State 
Hospital, although in about 1929 when her husband’s work was ir- 
regular she worried considerably. 

In about 1934 she became slack in her housework, and lost inter- 
est not only in her home but in her personal appearance and social 
activities. She became forgetful, would go to the store and forget 
to buy all the groceries. She had difficulty in remembering some of 
her friends, and could not grasp the significance of what was said 
to her unless it was explained in great detail. Gradually losing in- 
terest in reading, she did not care to do anything but sit about the 
house and stare into space. At times she had fits of weeping, which 
gradually became more frequent. Five years ago, she began to 
have difficulty in performing everyday operations. It was neces- 
sary to show her how to do simple household tasks which she had 
formerly accomplished with ease. Even after repeated demonstra- 
tions, she would still be unable to accomplish the task. 

In the summer of 1936, she collapsed one morning. A physician 
who was called described her trouble as ‘‘purely mental’? and at- 
tributed it to being apart from her husband. (The husband’s work 
had taken him away from home.) She was in bed for a month, and 
was depressed from then on. In February, 1938, she rejoined her 
husband in Rochester, from which time she manifested severe 
apraxia and parapraxia, becoming quite helpless. 
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Her daughter had to dress her, comb her hair, ete. If she at- 
tempted to dress herself, she would put her dress over her night- 
gown. She would put her shoes on the wrong foot or wear odd 
shoes. She was careless of her clothing, and would rip it from her- 
self. During this time she showed progressive memory failure, 
and became completely disoriented for time. 

At the same time she appeared to be speaking to imaginary peo- 
ple, spoke about friends she had known years ago, and often talked 
in Swedish. The content of her discourse could not be ascertained, 
as she would mumble. In the spring of 1939, whenever she looked 
in the mirror she imagined she was talking to another person. 

In July, 1939, she visited one of her married daughters and did 
not seem to recognize her. She thought her youngest daughter was 
her sister. Up to this time she had been meek and quiet, but now 
she became noisy, excited, turned against her family and assaulted 
both husband and daughter. She was taken to a Boston clinic, 
where she was thoroughly examined. The report showed no phy- 
sical abnormality, and a diagnosis of manic-depressive psychosis, 
manic type, was made. 

She returned to Rochester and, manifesting no improvement, was 
committed to the Rochester State Hospital on August 6, 1939. She 
was a well-preserved white female of 61, who upon physical exami- 
nation showed no obvious abnormalities. Her weight was 111 
pounds, blood pressure 140/84. The peripheral arteries were 
smooth. Laboratory examinations were negative. She was poorly 
cooperative for the neurological examination. Knee jerks were in- 
creased, the abdominal reflexes were absent, and a coarse tremor 
of the fingers was noted. Her pupils reacted sluggishly to light. 
Weakness of the hands and legs was evident. Tests for stereog- 
nostic ability were poorly performed. Her sensibility to touch, 
pain, heat and cold could not be tested. 

The psychiatric interview revealed a lack of spontaneity. Her 
answers were often irrelevant, and perseveration was noted, Her 
emotional state was one of apathy. No psychotic trend was de- 
tected, but she was grossly clouded in all spheres. Remote and re- 
cent memory were poor, and she was unable to retain anything for 
more than a few seconds. She was unable to write her name and 
could not form the letter M correctly. 
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During the next few days, her behavior changed. She was con- 
fused, getting into the wrong bed, would undress, taking the cloth- 
ing off the bed and wrapping it around herself. She became over- 
active, spending much of her time dancing, skipping, singing, call- 
ing out and gesturing. She would not or could not feed herself, 
was resistive to care, and became incontinent of feces and urine. 
She became unsteady and helpless, finally developed signs of 
bronchopneumonia, and died September 16, 1939. 

The autopsy was performed within two hours following death. 
The body was that of a well-nourished, well-developed white fe- 
male, who appeared about 10 years younger than her given age 
of 61. 

The principal findings were bronchopneumonia of the right lower 
lobe with pulmonary edema and congestion. There was chronic 
venous congestion of the viscera. The pituitary body was ovoid. 
Microscopically, it revealed congestion and the eosinophilic cells 
seemed rather large. 

The meninges were normal. <A large excess of fluid was present 
in the subarachnoid space. The brain weighed 1050 gm. and showed 
diffuse but asymmetrical atrophy, the process being more pro- 
nounced on the right. The atrophy was more marked in the frontal 
regions, but pronounced also in the parietal areas. Both superior 
temporal gyri were atrophic, the left to a greater degree. The cen- 
tral lobules, occipital lobes and lower centers seemed relatively 
well preserved. The vessels showed some slight thickening, but 
were translucent and showed only one pinpoint size atheroma on 
the basilar artery. A block from the frontal region showed a pro- 
nounced increase in iron by the Spatz method. The ventricles were 
large. 

The microscopie findings were as follows. The Nissl stain 
showed a diffuse loss of cells, especially in the third layer. Ocea- 
sionally at the bottom of a suleus small areas of pronounced cell 
loss could be seen. Often small acellular areas seemed to bear : 
relationship to vessels. The frontal lobes seemed more affected 
than other regions, but in many places the cells seemed fairly well 
preserved. The cell changes consisted of loss of lamination and 
chronic alterations generally. Many ganglion cells were distorted, 
triangular, rounded or fusiform, the nucleus appearing normal but 











592 ALZHEIMER’S DISEASE 


eccentric and the cytoplasm swollen, granular, and staining darkly, 
The cytoplasm presented a smudgy appearance. Many of the pro- 
cesses were thick, stained darkly, and could be followed for some 
distance. Many ganglion cells stained lightly although the glia 
stained well. There was little glial reaction in the molecular layer, 
but glia nuclei were generally increased and satellitosis was fairly 
common, 

Fat stains revealed an increase of lipoid material in the nerve 
and glia cells, also in the walls of small blood vessels. 

Hematoxylin-eosin stains showed thickening of walls of small 
vessels and some hyalinization of the walls of larger vessels. The 
perivascular spaces were edematous. The meninges showed wide- 
ning of the subarchnoid spaces and some increase in fibers. 

Glia stains showed increase of these cells, but did not show any 
particular abnormal morphological changes. This, however, may 
have been due to faulty staining technique. In the Hortega stain, 
plaques were shown to be occupied by astrocytes, oliogodendroglia 
and microglia nuclei, the fibers not showing up. They do not usu- 
ally show up well in the cortex. In the white matter, the processes 
of the microglia were revealed to better advantage and occasionally 
showed mild hypertrophic changes. 

Myelin sheath stains appeared to demonstrate a mild diffuse loss 
of myelin. This loss seemed to be accentuated in the brain stem. 

Bielschowsky and Braunmiihl stains revealed numerous and 
varied plaques in all the cortical areas. In the lower centers an 
occasional plaque was demonstrated in the basal ganglia and the 
cerebellum, while none was seen in the brain stem. There were 
typical plaques with a dark center, light court and gray, fuzzy peri- 
phery; some showed a light empty center and a surrounding gray, 
fuzzy ring; others again were merely solid fuzzy balls. A few ap- 
peared rather vesicular, somewhat like the appearance of a kidney 
glomerulus. Many appeared to contain a dark precipitate. 

The vast majority of the plaques were in the superficial layers 
of the cortex, less in the deeper layers, while few could be seen in 
the subcortical white matter. None could be demonstrated in the 
central white matter. In some plaques could be seen the nuclei of 
glia cells. Many appeared to be surrounded by astrocytes. They 
were seen in greatest numbers in the Ammon’s horn and in the 
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frontal lobe. With low power observation there was an average of 
60 per field in the frontal lobes, 65 in the Ammon’s horn, 50 in the 
parietal lobe, 45 in the temporal lobe and only 25 in the occipital 
lobe. 

The fibril changes were most prominent in the Ammon’s horn. 
There were various and numerous examples of this phenomenon, 
almost every cell being involved. In the other centers, the amount 
of change was variable but could easily be demonstrated. It varied 
from about 10 per cent of the cells in the occipital lobe to 25 per 
cent in the frontal lobe. The lower centers did not reveal this 
change to any extent. 


CoMMENT 

This case in its clinical and pathological features is typical of 
Alzheimer’s disease. A complicating factor exists in the presence 
of attacks of previous emotional disorders, a long attack of depres- 
sion at 37 lasting three years, and a shorter attack (duration un- 
known) at 50. The patient was apparently normal between these 
episodes, until the onset of her present illness about 1934 or 1935. 
While cases of long remissions are on record, it is doubtful 
whether the Alzheimer’s process was initiated in this patient in 
1915. It seems more likely that the attacks of depression were in- 
dependent of the disease process.. However, it must be pointed 
out that there were many features akin to a manie state in her ter- 
minal illness. The dancing, singing, posturing, ete., were sugges- 
tive of that state. The effect of intense emotional influences on 
the central nervous system is still unknown, as pointed out by 
Rothschild and Kasanin."” There has been no other case associated 
with a manic-depressive psychosis cited in the literature. Although 
manic attacks are frequent in sclerotics and sometimes present con- 
fusing pictures, they generally clear up and the sensorium is well 
preserved. The duration of the attack and its progression also 
render inappropriate a diagnosis of manic episode. On the other 
hand, whether the organic situation unleashed a manie phase in 
the final chapter or whether the eyclothymic makeup colored the 
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clinical picture is something upon which to speculate. It is of in- 


terest at least that the disease occurred in an individual subject to 


previous attacks of manic-depressive psychosis. 


Rochester State Hospital 
Rochester, N. Y. 
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SOME OBSERVATIONS ON TREATMENT OF INSTITUTIONAL 
EPILEPTICS WITH DILANTIN 


BY J. J. DOLTOLO, M. D., AND C. L. BENNETT, M. D. 


Exhaustive study of the epilepsies and convulsive states has not 
produced any truly curative agent, but out of it have emerged more 
pharmaceutically precise drugs. Since seizures, like headaches, 
are not a disease entity with any single causative factor, and since 
the pathological mechanism behind so-called idiopathie epilepsy is 
still obscure, therapeutic efforts must be directed at control of the 
seizures themselves. The goal has been some drug which will com- 
bat this, the most ostracizing of symptoms: a drug which will re- 
press or raise the threshold of the seizures in the hope that it will 
indirectly assist in the restoration of normal physiological proces- 
ses, perhaps helping to check the deterioration of both interests 
and intellect which is inevitably associated with epilepsy. 

We know that in many instances when for no discoverable reason 
the convulsive seizures suddenly cease, or change abruptly from 
the grand mal to the petit mal type, a marked improvement in per- 
sonality, in behavior and in mental alertness is noted. Doubtless 
with the cessation of convulsions the patient gradually loses his 
self-conscious and seli-centered attitude, his constant fear of an 
impending seizure is allayed, his extreme sensitiveness and feeling 
of social isolation decrease. Conversely, attempts at stimulation 
and maintenance of outside interests are more successful, thereby 
retarding or even arresting the process of deterioration. A drug, 
then, which will diminish the frequency and severity of seizures will 
reduce the psychogenic factors which contribute to and aggravate 
the condition, and will in addition minimize the traumatie element 
which is of particular importance in the institutional care of severe 
cases. 

Sodium diphenyl hydantoinate, commercially manufactured 
under the trade-name of ‘‘dilantin’’, gives promise of being such a 
drug. It was first subjected to experimental study and clinical 
evaluation by Merritt and Putnam who, in September, 1938," re- 
ported their findings on a series of 200 cases. Since that time, more 
than a score of articles on the drug have been published in this 
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eountry and in England, including clinical data on nearly 1,000 
eases. Nearly all the contributors have corroborated the findings 
of the original article, and have been unanimous in their acceptance 
of dilantin as an important therapeutic advance in the control of 
epilepsy. It is not then our purpose, in this brief report covering 
a relatively small number of cases, to prove or disprove the efficacy 
of this drug in its most common usage, namely in the home or in 
outpatient clinics, but rather to report some observations of its 
effect on chronic, generally deteriorated epileptics who gravitate 
to State hospitals and whose condition has been modified by years 
of previous treatment. It should be stated at this point that the 
majority of work thus far accomplished and reported on by previ- 
ous investigators has been carried on with private patients and 
with those who attended outpatient clinics. The original work of 
Merritt and Putnam, previously mentioned, was carried out at Bos. 
ton on a large number of nonpsychotie epileptics who voluntarily 
attended clinie and were cooperative throughout the course of treat- 
ment, Kimball? and Fetterman,’ both working in Cleveland, who 
separately reported equally dramatic and encouraging results, 
were again dealing with patients whose mental and emotional 
status permitted them to be cared for at home. Somewhat less en- 
couraging and more conservative in their estimation of dilantin in 
institutional use were Black* at Marey State Hospital and Cohen’ 
et al., who studied its effect on 144 patients at Grafton State Hos- 
pital, Massachusetts. There can be no doubt that the degree of 
deterioration and psychotie behavior of patients who have been 
long confined in institutions has a definite effect on both the results 
of treatment and the conclusions and interpretations to be drawn 
from these results. The writers find their study to parallel more 
closely those of the latter two investigators, principally because of 
the type of patients involved. 

The group selected for treatment consisted of 15 male and 18 
female patients, who ranged in age from 20 to 55 years and whose 
average age was 42. None of the patients studied had been in the 
hospital less than two years, and the majority had been overtly 
psychotic for at least a decade. Since dilantin is a comparatively 
new drug whose pharmacological action is relatively obscure at 
present, it was considered best to exclude immediately any patients 
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whose blood pressures, urine or clinical cardiae status showed sig- 
nificant deviation from normal. Daily temperature charts, weekly 
blood pressures, bimonthly urine examinations and monthly 
weight records were kept throughout the eight to 10 months of dil- 
antin therapy. These patients, with one exception, were all under 
bromide or luminal therapy; the optimum dosage for control of 
seizures had been arrived at over a period of years. For purposes 
of comparison, it was necessary to arrive at a figure which repre- 
sented the ‘‘normal’’ number of convulsions per month each pa- 
tient would be expected to have under previously adjusted therapy. 
This ‘‘norm’’ was reached by averaging the individual patient’s 
seizures per month over the past three years. 

It was intended to discontinue all medication for a period of two 
weeks previous to the institution of dilantin, but during the first 
week of freedom from the sedative effect of bromides and pheno- 
barbital the frequency and severity of seizures increased to such an 
extent that it would have been necessary to double the nursing per- 
sonnel, The plan finally had to be dropped for the protection of 
the patients themselves. Accordingly dilantin, in conjunction with 
phenobarbital, was then given and the method suggested by Mer- 
ritt and Putnam’ was followed. This routine consists of maintain- 
ing the optimum dosage of phenobarbital with the addition of 1/10 
gm. of dilantin for three to five days, followed by gradual decrease 
in phenobarbital and increase in dilantin 1/10 gm. at a time until 
the luminal has been entirely excluded. The transition should be 
so spaced as to take 10 days to two weeks before the dilantin has 
completely replaced phenobarbital. The patients were found to 
be no less individualistic in their response to dilantin than to lumi- 
nal, and during treatment the optimum dosage for each patient had 
to be achieved by trial and error, varying from 2/10 to 6/10 gm. 
daily, depending on the patient’s individual reaction. This latter 
dosage, six 1/10 gm. tablets daily, is regarded by most investiga- 
tors as maximal dosage without definite toxie reaction and was used 
for only a few days on two patients in an effort to secure complete 
suppression of seizures, 

During the first two months of therapy, no less than 10 patients 
had to be discontinued permanently, leaving only 23 to continue 
the full course. One female patient developed a status epilepticus 
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during the second month and expired. Another patient, a male, 
was subject to persistent diplopia, dizziness and marked confusion 
which cleared up with the cessation of dilantin and reappeared four 
days after it was resumed, thus making it unwise to continue the 
treatment. The eight other cases were dropped because their men- 
tal and emotional state became such that no amount of persuasion 
could induce them to continue taking the drug. This complication 
would appear to be almost inevitable in the treatment of institu- 
tional epileptics, and appears to be primarily due to two factors: 
first, the fact that we are of necessity dealing with highly irritable, 
suspicious, emotionally unstable individuals whose antisocial be- 
havior usually forced their admission; secondly, the direct effeet 
of substituting dilantin for luminal. It is a claim of the manufac- 
turers of this drug, which has been rather persistently corrobo- 
rated by previous reports, that dilantin sodium does not possess 
the depressant characteristics noted with therapeutic doses of 
phenobarbital. These contributors, treating for the most part non- 
psychotic, even regularly employed patients, note that not only does 
the drug act as an anticonvulsant but that the patients are more 
alert, more interested in their environment, less subject to mental 
confusion and depression than with luminal. While this property 
is undoubtedly advantageous in relatively stable cases, it led to un- 
expected difficulties in the type of patients found on institutional 
wards. The change from the prompt soothing and relaxing action 
of phenobarbital on the central nervous system to the disquieting, 
ruffling action of dilantin was followed by an alertness, which in 
many of the patients progressed to the point of irritability, rest- 
lessness and agitation. In addition these patients complained of 
toxic symptoms, usually of minor proportions and which would be 
disregarded or properly evaluated by a person of normally good 
judgement and emotional balanee but which in these deteriorated 
patients, whose soil is fertile, are misinterpreted and assume 
alarming proportions. Former delusions become more elaborate, 
hypochondriacal symptoms more acute; two of the patients treated 
here developed a marked fear reaction coupled with visual halluei- 
nations of a threatening character. All those who had to be discon- 
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tinued for mental or emotional reasons developed either well-de- 
fined ideas of poisoning or marked antipathy toward the dilantin, 
culminating in refusal to continue taking it. 

On returning to an examination of the clinical course in those 23 
patients who cooperated throughout approximately nine months 
of treatment, the outlook is far more encouraging. Reduction in 
frequency of seizures occurred in 16 of the 23 patients, roughly 68 
per cent, and the decrease varied from as much as four to 12 seiz- 
ures reduction per month, striking an average of seven less seizures 
per month than they had experienced with luminal or bromide ther- 
apy. Six patients showed no change in frequency of seizures, and 
one was definitely more subject to convulsive attacks, with dilantin 
than with luminal. One patient, who normally averaged from three 
to five grand mal attacks per month, had been free of seizures from 
October to the present writing. When it is considered that these 
patients have shown themselves to be refractory to luminal and 
bromide therapy for at least two years, it is of obvious significance 
that dilantin brought about an appreciable reduction in 68 per cent 
of the cases treated. In addition, it was the general impression of 
those working constantly in close proximity to the patients, that 
there was a general lessening in the severity of convulsive attacks, 
both in the group whose frequency was decreased and among those 
whose frequency was unchanged or worse. This factor, however, 
allows too much room for individual error. Since it was obviously 
impossible for the same person to observe and evaluate daily seiz- 
ures, no attempt was made to statistically determine changes in 
severity. 

Previous reports had given reason to believe that some measure 
of general mental improvement might be expected in those patients 
who responded favorably to dilantin therapy. For example, Black‘ 
states : ‘* Mental improvement was in direct relationship to the con- 
trol or reduction in the number of seizures.’’ In this series mental 
improvement did not, as was hoped, keep pace with the reduction 
in number and severity of convulsive attacks. Whereas 16, or 68 
per cent, of the patients showed real improvement in frequency of 
attacks, only 30 per cent (seven patients) gave evidence of mental 
or emotional improvement, while three patients were definitely 
worse nentally than they had been under phenobarbital. In short, 
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less than half the patients whose seizures were reduced showed cor- 
responding mental improvement. Although 12 female patients re- 
sponded favorably to the anticonvulsant action of dilantin, only 
two of them could be said to have shown general mental improve- 
ment. Again attention is called to the affective and intellectual 
deterioration which most of these patients show. Such findings 
would seem in no sense to be a contraindication to the use of dilan- 
tin in patients with less well established psychoses. 

The occurrence of organic toxic reactions in response to dilantin 
was somewhat less than average in this series of cases. Those re- 
actions which did occur fell into that division classified by Merritt 
and Putnam’ as ‘‘minor reactions.’’ Five patients complained of 
general listlessness and increased fatigability, three of these also 
having developed diplopia. These reactions occurred during the 
early weeks of treatment, and responded well to a temporary re- 
duction in dosage. A maculopapular rash appeared on two male 
patients after five weeks of therapy; since dermatological pathol- 
ogy is regarded with particular suspicion in this treatment, both 
patients were discontinued for one week with subsequent disappear- 
ance of the rash. Hyperplasia of the guins, first reported by Kim- 
ball,? was noted on one patient during the fourth month of treat- 
ment. The gum margins were found to be puffy and excessively soft. 
The affected tissue was of a grayish color, and was discovered only 
as a result of routine examination for gingival pathology since the 
patient had no complaints even when specifically questioned re- 
garding his mouth. This apparently peculiar reaction to dilantin 
was first felt to be a result of C-avitaminosis,’ but laboratory ani- 
mals receiving overdoses of dilantin for extended periods showed 
no decrease in vitamin C concentration in the blood.’ Complaints 
of nausea, anorexia and epigastric distress were less frequent than 
expected from the observations of other contributors. In this re- 
spect it cannot be too clearly emphasized that this drug should be 
administered either during or immediately following a meal, so 
that it will be absorbed by the food and have a less irritating effect 
on the gastric and intestinal mucosa. 

Dilantin sodium is still a new and relatively untried drug. Proper 
evaluation of its benefits and limitations will require years of per- 
sistent use and careful observation. Two investigators** have 
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already reported that the use of amphetamine sulfate as an an- 
tagonist to dilantin definitely diminishes the occurrence of unde- 
sirable side-effects without interfering with its anticonvulsant 
properties.” The use of phenobarbital in conjunction with dilantin 
has also been reported’ to have decreased by 50 per cent the inci- 
dence of seizures in patients previously treated with dilantin alone. 
Should further investigation corroborate this evidence that pheno- 
barbital and dilantin have an effectively synergistic action, with 
amphetamine sulfate an effectively selective antagonist, the value 
of dilantin will be greatly enhanced. 


SUMMARY 


on 


A group of 33 psychotic patients with longstanding convulsive 
disorders was treated with dilantin sodium over a period of eight 
to ten months in an effort to determine the efficacy of this drug in 
controlling seizures and in favorably influencing general mental 
condition. Eight patients had to be discontinued permanently dur- 
ing the first two months because of unfavorable mental and emo- 
tional response; treatment was terminated in one patient because 
of marked increase in blood pressure; one patient died as a result 
of status epilepticus. Of the remaining 23 patients, 68 per cent 
showed improvement in the frequency and severity of their seizures 
but less than half of this improved group enjoyed any concomitant 
improvement in their mental or emotional status. Purely organic 
toxie reactions followed the expected pattern. 


CoNCLUSIONS 

1. Dilantin sodium seems to be a more effective anticonvulsant 
than drugs previously available, 

2. There was little correlation between decrease or complete 
control of seizures and corresponding mental improvement. 

3. A substantial percentage of patients showed an adverse re- 
action to the substitution of dilantin for phenobarbital, with 
marked increase in delusional trends and other psychotic manifes- 
tations. 

4. Because of its potent anticonvulsive action, epileptic patients 
who are otherwise organically sound should be given the benefit of 
an adequate trial with dilantin. 
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5. Unless further investigation shows that this drug can aet 


synergistically with a sedative such as luminal in controlling psy- 
chotie symptoms, its most satisfactory results will be obtained in 
nonpsychotie rather than in mentally impaired individuals. 


Hudson River State Hospital 
Poughkeepsie, N. Y. 


ae 


on 
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THE TREATMENT OF EPILEPSY WITH SODIUM DIPHENYL 
HYDANTOINATE* 


BY V. I. BONAFEDE, M. D., AND R. E. NATHAN, M. D. 


Sodium diphenyl hydantoinate (dilantin) was first introduced as 
a therapeutic agent in the treatment of epilepsy by Merritt and 
Putnam’ in September, 1938. They reported favorable results in 
the treatment of patients with frequent convulsive seizures which 
had not been relieved by the previous modes of therapy. They 
demonstrated, however, that dilantin gives rise to a number of 
major and minor toxic symptoms in certain cases. It was there- 
fore decided to study both the therapeutic value and the degree 
of toxicity of the drug in institutionalized patients at Craig Colony. 


MATERIAL 


The criteria for the selection of patients in this study were the 
occurrence of relatively frequent convulsions and a level of intelli- 
gence which permitted of a fair degree of cooperation. The ages 
varied between 16 and 34 years in the female group and 14 and 58 
years in the male. All the patients had been suffering from convul- 
sive seizures for many years and were considered chronic epilepties. 
Excepting three males, all patients received phenobarbital, bro- 
mides or chloral (singly or in various combinations) previous to 
treatment with dilantin. Twenty-one female and 17 male patients 
were included in this study, 


Metuop or ADMINISTRATION 


Following the recommendation of Merritt and Putnam,’ ? dilan- 
tin was administered after meals beginning with a dose of 0.1 gm., 
which was gradually increased to 0.3 gm. daily. In a few eases, 
a maximum of 0.4 gm. was reached. However, this dose was sub- 
sequently reduced to 0.3 gm. because of the appearance of certain 
minor toxic symptoms. Patients were gradually weaned from pre- 
vious anticonvulsant drugs, so that three weeks after the initiation 
of dilantin therapy no patient was receiving phenobarbital, bro- 


*Read before the interhospital conference held at the Utica State Hospital, Utica, N. Y., April 
27, 1940, 
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mides, or any other anticonvulsant. Later, during the course of 
treatment, phenobarbital was combined with the dilantin in a lim. 
ited number of female patients. 


Resutts 

Statistically, the results of this study are based on an observa- 
tion period of four months. 

In dealing with institutionalized epilepties, it was found that a 
certain number of patients had to be dropped temporarily or per- 
manently from the group because of various minor complaints 
which prompted them to ask for discontinuance of treatment. In 
many of these cases it was felt that a greater amount of coopera. 
tion and insight would have made it possible for the patient to con- 
tinue dilantin therapy, for the complaints were often insignificant, 
This explains why only 39 patients, 17 male and 21 female, com- 
pleted the four months period of observation (from an original 
group of 55 patients, 21 male and 34 female). For analysis in this 
study, only the patients who received continuous treatment for four 
months were considered. 

The main purpose in observing this group was to determine the 
effect of dilantin on the frequency of grand mal and petit mal at- 
tacks. The monthly average of grand mal and petit mal seizures 
was calculated on the basis of the patient’s seizure records for the 
eight months prior to the initiation of dilantin therapy. These fig- 
ures were used as controls, then compared with the monthly aver- 
age during the four months of specific treatment. Psychomotor 
equivalents and aurae were not included for appraisal, since being 
fundamentally subjective experiences, they make statistical evalu- 
ation uncertain. The final results were considered under three 
headings: (1) much improved, (2) improved, and (3) unimproved. 
Where the monthly average of seizures decreased 50 per cent or 
more, the patient was considered much improved. Any case show- 
ing approximately 25 per to 50 per cent reduction in the monthly 
frequency was regarded as improved, and any showing a decrease 
of 25 per cent or less was included in the unimproved group, since 
an improvement of this sort may frequently be coincidental and 
bear no relationship to the medication involved. It will be noted 
that in some of the unimproved male cases dilantin apparently 
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acted as a hyperconvulsant and caused an increase in the number 
of seizures. As seen in the following charts, 17 male patients com- 
pleted the four months treatment: of these, 58.8 per cent (10) were 
much improved, 17.6 per cent (3) were improved, and 23.5 per cent 
(4) remained unimproved. Of the 21 females who completed treat- 
ment, 42.9 per cent (9) were much improved, 33.3 per cent (7) 
were improved, and 23.8 per cent (5) were unimproved. So that 
out of a total of 38 patients of both sexes, 50 per cent (19) showed 
marked improvement, 26.3 per cent (10) showed some improve- 
ment, and 23.7 per cent (9) showed no improvement. In contrast 
to the reports of some authors, none of these patients showed a 
complete cessation of seizures during this period of observation. 
This may be attributable to the limited short duration of treatment, 
or to the marked chronicity of the convulsive disorder in this par- 
ticular group. Nevertheless, it will be noted that some of the pa- 
tients showed a conspicuous reduction of seizures, as much as 80 
per cent. 

Dilantin, when effective, had beneficial results as an anticon- 
vulsant on both grand mal and petit mal attacks, especially with 
grand mal. In some cases, when ineffective, it apparently acted as 
a hyperconvulsant; this is the exception rather than the rule. 

It may be of interest to mention that five of the female patients 
in the much-improved group were subsequently placed on com- 
bined therapy (phenobarbital 34 gr. daily plus dilantin 0.3 gm. 
daily). Four of these five patients showed a further appreciable 
reduction in the number of seizures, so that a combination of the 
two drugs might be advisable in some cases in which minor un- 
toward effects make it impossible to administer more than 0.3 gm. 
of dilantin daily. 

Of the three male patients who had not received previous anti- 
convulsant therapy, two can be found in the much-improved group 
(T. C. and F. F.) and one (F. C.) in the improved group. The 
question can be raised here whether or not phenobarbital would 
have acted just as well if it had been given. Nevertheless, it was 
evident that dilantin did act as an effective anticonvulsant. 
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TOXICITY 

Most of the toxic manifestations reported by various authors’? 
were also encountered in these groups. Many reactions were pro- 
duced, but generally they were mild and occasional rather than 
persistent factors. Moreover, with many of the reactions (espe- 
cially gastrointestinal symptoms) the element of suggestibility 
must be considered as clouding the issue. Another factor which 
may have been responsible for some of the gastrointestinal symp. 
toms was the sodium bicarbonate administered with dilantin at the 
beginning of the course of treatment. 

The unfavorable reactions experienced were as follows: tremor 
of hands, intense drowsiness, headache, confusion, gastrointestinal 
symptoms (gas, heartburn, eructation, epigastric pain), hiccups, 
myoclonia, ataxia, jJumpiness, malaise, dizziness, hypertrophy of 
gums,* and dermatitis. One further interesting occurrence was an 
increased libido, spontaneously reported by two female patients 
who made almost identical statements that they had _ experi- 
enced a strong increase in desire to masturbate since they were 
placed on dilantin. The most persistent finding was the presence 
of hand tremors. The most serious reactions were ataxia, four 
eases of pronounced drowsiness and mental confusion (one of 
which lasted four days), and three cases of dermatitis. At this 
time it would be interesting to report two fatalities which occurred 
in the present series. In both cases, dilantin might possibly have 
been a contributory factor but this cannot be definitely ascertained. 
One of the female patients (EK. G.), who had shown definite improve- 
ment during the first four months of treatment and was therefore 
included in the corresponding group, died during the fifth month of 
treatment following a severe series of convulsive seizures. Autopsy 
revealed pulmonary edema as the cause of death. This patient 
had been subjected to serial seizures before dilantin treatment was 
begun, but during the first four months of observation both num- 
ber and severity of seizures were greatly decreased by dilantin. It 
is obvious that in this case dilantin was not directly responsible for 
the fatal outcome. However, it must be noted that in spite of its 
effectiveness for the duration of four months, dilantin did not pre- 
vent the patient from having a subsequent severe series of seizures 
which caused her death. 
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The second case was that of a male of average intelligence who 
had averaged 8.6 grand mal and 3.8 petit mal seizures monthly for 
eight months prior to dilantin administration. Ile received dilan- 
tin for 30 days only, and was not included in the statisties. Dilantin 
obviously acted as a hyperconvulsant, for 17 grand mal and 55 
petit mal attacks occurred during this period and the patient event- 
ually committed suicide. In this case the question may be raised, 
did dilantin itself play any part in precipitating or causing the ap- 
pearance of suicidal ideas? 

Three patients, two female and one male, developed a dermatitis 
during treatment. The interesting features of the dermatitis were 
that its onset occurred within two to four weeks after the begin- 
ning of dilantin treatment, and that it was generalized but most 
pronounced on the face, buttocks, and flexor surfaces of the fore- 
arms; considerable edema of face, nose and ears was evident. The 
primary lesion was an erythematous mascular rash or eruption 
resembling scarlet fever in the male and measles in the female. 
Only one case was febrile with the onset of the rash, the fever rising 
to 104° I. and lasting 24 hours. Slight peeling began on about the 
third day, and the rash almost completely disappeared within eight 
to 10 days. Dilantin was withdrawn after the appearance of the 
rash, and resumed after its disappearance with no recurring sign 
of sensitivity to the drug. 

There were no visual or auditory hallucinations, No disturb- 
ances of vision occurred. Hyperplasia of the gums was noticed, as 
reported by Kimball,** in one boy and one girl, but only after six 
months of treatment. 

Dilantin apparently exerted little or no hypnotie effect, but pro- 
nounced objective drowsiness occurred in several cases. The ques- 
tion one may rightfully raise is whether or not the drowsiness or 
confusion can be attributed to the administration of the drug. One 
interesting possibility is that the drug may be responsible in these 
cases of drowsiness for precipitating a series of subthreshold petit 
mal seizures. This is only a theory, but electroencephalographic 
studies in similar cases of drowsiness may be of help. 

Laboratory examinations of urine were negative. About 20 per 
cent of the female patients showed early during the treatment an 
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eosinophilia varying from 8 to 15 per cent which later disappeared, 
In the male group, no eosinophilia was noted. Total leukocyte count 
was within normal limits. 

In commenting on the various toxie reactions caused by dilantin, 
attention may be called to the fact that many of the minor reactions 
such as headaches, dizziness, or gastrointestinal symptoms, were 
reported much more frequently by the females than by the males, 
which made it necessary to discontinue dilantin more often in fe- 
male patients. 

It was also noted that these minor complaints were more fre- 
quent during the period of transfer from previous medication to 
dilantin, and decreased subsequently when dilantin treatment was 
well established. It is felt that frequently an extremely slow, 
gradual changeover may be advisable. 

In most of the cases, minor toxic symptoms became more pro- 
nounced when the doses were increased beyond 0.3 gm. daily, and 
disappeared or diminished upon decrease of the doses. All reae- 
tions, minor as well as more serious ones, could be controlled by 
either decrease or withdrawal of the drug, and no additional treat- 
ment was necessary. 


CoNCLUSIONS 


1. Sodium diphenyl! hydantoinate is an effective anticonvulsant. 
2. In a series of institutionalized chronic epileptics who had 
been receiving other anticonvulsant previously, it produced signifi- 
cant improvement in 50 per cent, some improvement in 26.3 per 
cent, and no improvement in 23.7 per cent. 

3. Toxic reactions of various types are caused by dilantin. 
None of these seem to be serious in nature, and all can be controlled 
by decrease or withdrawal of the drug. However, careful observa- 
tion of the patient during treatment is advisable. 

4. A combination of phenobarbital and dilantin is advisable in 
some cases. 


Craig Colony 
Sonyea, N. Y. 
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THE RESPONSE OF VARIOUS TYPES OF EPILEPSY TO DILANTIN 
THERAPY 


BY HIRAM K. JOHNSON, M. D. 


The treatment of convulsive disorders by means of sodium 
diphenyl hydantoinate (dilantin) is now so well known that an in- 
troduction to the subject is scarcely necessary. However, it will be 
recalled that the drug was ‘‘rediscovered’’ by Merritt and Putnam, 
who were looking for a powerful anticonvulsant which at the same 
time would not have the depressing and soporifie effects of the 
barbiturates usually employed; they were also seeking phenyl de- 
rivatives of the general type of phenobarbital which would have 
amore powerful anticonvulsant effect. 

In their original report in the clinical use of dilantin, Merritt 
and Putnam described complete relief from symptoms in 58 per 
cent of 118 cases of grand mal treated. The convulsions were 
greatly decreased in another 27 per cent and moderately decreased 
in 5 per cent. In this series of patients only 10 per cent showed 
no benefit. In their original series, a rather severe toxie dermati- 
tis was observed in 5 per cent of the cases. In addition to this, 
minor toxic symptoms were described, such as dizziness, ataxia, 
tremors, blurring of vision, diplopia and nausea. These minor re- 
actions occurred in approximately 15 per cent of the patients, and 
were relieved when the dosage was reduced. Despite these compli- 
cations, the advantages over phenobarbital were obviously great. 
Not only did it give better control of convulsions, but the patients 
were more alert and in better contact under this treatment. Since 
the original report, a considerable bibliography has accumulated, 
for the most part favorable, describing the various advantages and 
disadvantages of this drug. 

The following report deals with the results obtained with 20 pa- 
tients who were given intensive treatment with dilantin over a pe- 
riod of four months. The 20 patients were selected as being fairly 
representative of the various types which make up the population 
of a ward for epileptics. Originally 24 patients were selected for 
treatment, but four were discontinued because of severe compli- 
cations, 
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Dosage 

In order to secure maximum benefit from the drug, the dosage 
was not built up gradually as is the usual procedure, but the pa- 
tient was given the maximum safe therapeutic dose, 0.6 gm., almost 
from the beginning. After a thorough physical checkup, patients 
were put on 0.2 gm. of dilantin daily for three days. The dosage 
was then increased by 0.1 gm. daily, until the maximum safe dosage 
of 0.6 gm. had been reached. During this preparatory period, 
while the dosage of dilantin was being built up luminal was gradu- 
ally discontinued. The period of four months covered by this re- 
port starts from the time when the maximum dosage had already 
been established. For convenience, the medicine was given at meal- 
time. It was found that gastric symptoms were much less noticed 
when the drug was given with the meal rather than before it. The 
drug was immediately withdrawn, or the dosage reduced, upon the 
appearance of any of the usual toxic reactions. 

Thus, in giving the maximum safe therapeutic dosage of 0.6 gm. 
during the entire four month period, it was possible to be sure that 
the full anticonvulsant effects of the drug were being obtained. 


Types of cases treated 


The 20 cases were divided into five groups which were thought 
to be typical of a continued treatment service for epilepties. 

1. Grand mal with deterioration. (12 patients). All these pa- 
tients had had epilepsy for a number of years, many of them since 
childhood. All were selected because of the profound degree of 
mental deterioration exhibited. Some of this group were capable 
of working in occupational therapy classes, but others were barely 
able to take care of their own wants. The entire group showed a 
profound degree of dementia of the epileptic type. 

2. Grand mal with deterioration, (Three patients). These pa- 
tients had originally been committed because of psychotic behavior 
of an episodic nature ; contusional periods, status epilepticus. They 
had all been recently admitted to the hospital, were considered to 
be parole prospects, were excellently preserved, and had intact per- 
sonalities. No organic mental symptoms were noticed. 

3. Grand mal with equivalents. (One patient). This patient, in 
addition to having an average of 11 seizures a month, exhibited 
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marked equivalents. These consisted of twilight and delirious 
states of several days duration, occurring with a fair degree of reg- 
ularity every two or three weeks. This patient, in addition, showed 
a marked degree of dementia. 

4. Petit mal with deterioration. (Two patients). Both these 
‘“ases showed marked mental defects. 

5. Epileptic personality, without convulsions. (Two patients), 
No convulsions had been noted in either of these patients since 
their admission to the hospital. Ilowever, both gave a history of 
epilepsy and both showed the psychopathic type of reaction so fre- 
quently associated with the epileptic personality. They also pre- 
sented a custodial problem because of their irritability and unruli- 
ness. It was thought worthwhile to give dilantin in these two cases 
to see if any improvement in behavior could be obtained. 


Toxic reactions and complications 


Almost all the cases treated showed an increase in psychomotor 
activity. It could not be determined how much of this was specifi- 
cally due to the use of the drug and how much could be attributed 
to the wearing away of the effects of luminal. This could hardly 
be considered a complication in the better-preserved patients who 
became more alert, in better contact, and who developed a much 
more hopeful, optimistie attitude toward their illness and future 
prospects. However, in the more deteriorated cases, this increased 
psychomotor activity manifested itself in aimless wandering up 
and down the ward, restlessness, impulsiveness, increased irrita- 
bility, and destructive tendencies. Many of the more deteriorated 
patients, therefore, despite the cessation of seizures, presented a 
more serious custodial problem. In addition, the following specific 
complications were observed: 

1. Acute hallucinatory excitement. (Two patients). Both these 
eases belong to the group designated ‘‘grand mal with deteriora- 
tion.’’ Both showed a marked degree of dementia, and one of them 
had shown auditory hallucinations for several years. In both cases, 
the hallucinatory confusion continued for several weeks after the 
drug was withdrawn. 
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9, Catatonia. (One patient). This complication was of consid- 
erable interest. The patient belonged to the group ‘‘grand mal 
with deterioration.’’ Before treatment was started, the patient 
showed an advanced degree of mental defect and his productions 
were disjointed and unintelligible. Three weeks after starting 
treatment, he developed a typical catatonic stupor with waxy flexi- 
pility. He would hold bizarre postures for long periods of time, 
and became typically mute and immobile. Catatonie symptoms dis- 
appeared immediately after the injection of 3 grains of sodium 
amytal. 

3. Mild degrees of stupor. (Three patients). These cases also 
belong to the group designated ‘‘grand mal with deterioration.’’ 
All three patients showed varying degrees of stupor, although they 
were still in sufficient contact to feed themselves. 

4. Skin reactions. (Three patients). A maculopapular rash re- 
sembling a secondary syphilide was observed in three eases. This 
cutaneous reaction occurred from the seventh to the tenth day of 
treatment. The lesions were observed on the face, trunk and ex- 
tremities, and persisted for three or four days after medication was 
stopped. One of these three patients was given a rest period of 
two weeks and was then put back on a reduced dosage for the re- 
mainder of the test period. 

In addition to the above more striking complications, transient 
nausea, blurred vision and dizziness were observed in many cases. 
These transitory symptoms invariably disappeared after medica- 
tion was withdrawn for a day or two. They did not reappear on a 
reduced dosage. 


Results 


In only one of the 20 cases treated over the four month period 
could complete freedom from seizures be attributed directly to the 
dilantin. This compares rather poorly with Merritt and Putnam’s 
series, where 58 per cent of the patients showed complete relief 
from seizures. It must be stated, however, that the series here de- 
scribed was made up largely of cases of more than usual severity. 
It is also possible that an institutional setup permits of a more rig- 
orous and accurate observation, especially of mild, nocturnal seiz- 
ures. However, although only one patient of the series was con- 
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vulsion-free, a marked decrease in the number of convulsions wag 
noted. Previous to the use of dilantin, under phenobarbital the 
group had averaged 6.3 convulsions a month. With dilantin the 
monthly average dropped to 2.5; in other words, the decrease in 
seizures was approximately 250 per cent. It was also noted that 
the convulsions were much less severe and that there was less con- 
fusion following seizures The following was noted among the 
clinical subgroups: 

1. Grand mal with deterioration. The decrease in the number 
of seizures in this group was marked, although no patient was com- 
pletely free from convulsions. The seizures were also less severe, 
However, this group tended to show markedly increased psycho- 
motor activity manifesting itself in restlessness, impulsiveness, in- 
creased irritability, and destructive tendencies, The characteristic 
epileptic dementia was not affected by the medication. The follow- 
ing complications were noted in this group: two cases of hallucina- 
tory confusion, and one patient who developed what appeared to be 
a catatonic stupor. 

2. Grand mal without deterioration. Excellent results were 
obtained in this small group. The patients stated that they felt 
much clearer and more alert. One patient was free from convul- 
sions. Two patients from this group improved sufficiently to allow 
their being paroled. 

3. Grand mal with equivalents. Seizures in this case were re- 
duced from 11 to five a month. With dilantin alone, there was no 
decrease in the number of confused and delirious episodes. These 
could usually be aborted, however, by the timely administration of 
10 to 15 grains of barbital. 

4. Petit mal with deterioration. No improvement was noted in 
this group. Although seizures were reduced, restlessness and irri- 
tability were marked. 

5. Epileptic personality, without convulsions. It will be re- 
called that these two patients gave a positive history of convulsions 
in childhood, although they had been convulsion-free since their 
admission. Their peculiar psychopathic behavior was not affected 
by the medication. 
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COMMENT 


Study of the above series seems to show that sodium diphenyl 
hvdantoinate (dilantin) is a relatively nontoxic drug when used in 
doses up to 0.6 gm. a day. Frank cardiorenal disease appears to 
be the chief contraindication to the use of this drug. Minor com- 
plications were found to clear up rapidly when the drug was with- 
drawn for two or three days. In most cases, even the rather fre- 
quent toxic dermatitis does not preclude further treatment after 
an adequate rest period. The complications are sufficiently severe, 
however, to call for an adequate and well-trained nursing personnel. 
Although the number of these cases is too small to draw infallible 
conclusions, the markedly different response of the various sub- 
groups Opens up interesting avenues for further clinical investi- 
gation. 


CoNCLUSIONS 


1. Sodium diphenyl hydantoinate (dilantin) is an extremely 
powerful anticonvulsant, more than twice as effective as phenobar- 
bital. 

2. With dilantin, convulsions tend to be not only less frequent 
but less severe and followed by less confusion. 

3. The dementia characteristic of epilepsy is not affected by 
dilantin. Although the chronie epileptic with mental deterioration 
may have fewer seizures with dilantin, special complications in 
this type of case may constitute a contraindication. 

4. Best results are obtained in cases of grand mal without de- 
terioration. 


Rockland State Hospital 
Orangeburg, N. Y. 
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PSYCHOSES ASSOCIATED WITH MYXEDEMA* 
Report of Two Cases 
BY I. N. WOLFSON, M. D. 


INTRODUCTION 

In the pluralistic approach to the etiology of certain types of 
mental illness, the role played by endocrine dysfunction has been 
given serious consideration, The clinical application of such an 
approach in selected cases was well demonstrated by Lewis and 
Davies.” 

Of all glands of internal secretion, the thyroid has attracted most 
attention. Since the material in this presentation is being limited 
to hypofunction of the thyroid, further discussion will be confined 
to this phase of the subject. 

Most authors writing on the subject of myxedema give credit 
for the systematic presentation of the clinical material to Gull,’ 
but recorded familiarity with the syndrome dates back much 
further than the nineteenth century. The paper by Lewis and 
Davies alluded to above contains an interesting historical refer- 
ence asserting that in the fourth century A.D. Sum Ze Woh, the 
Chinese sage, related in the ‘‘Thousand Gold Remedies’’ that 
ground sheep thyroid gland was used as a household remedy for 
states resembling our modern conception of myxedema and cre- 
tinism. 

In 1883, a special committee of the Clinical Society of London 
was appointed to study myxedema. The report of this committee’ 
has been quoted by most of the modern writers on the subject of 
myxedema. The committee, on the basis of a thorough study of 
109 collected cases, presented a detailed clinical picture of the dis- 
ease to which little has been added since. 

It is hardly necessary at this time to recount the usual physical 
symptoms of myxedema, As for the mental states associated with 
this disease, the committee reported that slowness in apprehension, 
thought and action was most constant. Perseveration of thought 
and action was fairly common, and irritability was considered a 


*Read before the interhospital conference held at the New York State Psychiatric Institute and 
Hospital, New York, N. Y., April 18, 1940. 
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marked feature. Delusions occurred in 18 of 46 cases, hallucina. 
tions in 16 out of 43, and ‘‘insanity’’ in 16 out of 45. Comment. 
ing on ‘‘insanity,’’ the committee stated, ‘‘It takes the form of an 
acute or chronic mania, dementia or melancholia with a marked 
predominance of suspicion and self-accusation.”’ 

In 1912, Barham,‘ discussing the ‘‘insanity of myxedema,” 
‘aised the question of the etiological significance of glandular hypo. 
function with respect to the mental symptoms. He stated: ‘The 
almost dramatic effect of thyroid treatment gave rise at first to 
justifiable optimism. This, for a while, tended to obscure the pos. 
sibility that deeper lying disorder of the mind might exist, which 
would naturally be brought into prominence by the peculiar dis- 
turbance in the functioning of the brain associated with this state 
of disordered metabolism.’’ Today, with the doctrines of psycho- 
biology and of psychosomatic medicine ingrained in psychiatric 
thought, it is hardly necessary to discuss further this phase of the 
subject. 

In the discussion of mental symptoms associated with myxedema, 
a distinction must be made between the myxedematous mental 
states, characterized chiefly by general mental retardation, and 
true psychotic states. The occurrence of the latter is rare. This 
fact is emphasized by H. Wegener, who is quoted by Dunbar’ as 
reporting in 1933 that in addition to his own case he knew of only 
two authentic cases of psychosis with myxedema reported in liter- 
ature. The two cases to be reported here are the only ones with 
the syndrome in question admitted to the Hudson River State Hos- 
pital between the years 1923 and 1939. 

It is generally accepted that various types of psychosis asso- 
ciated with myxedema are not specific and that they present a large 
range of symptoms. This finding was emphasized by both Ziegler’ 
and Akelaitis’ who reviewed a considerable number of clinical re- 
ports of the syndrome in question, reporting several cases from 
their own experience. Incidentally Akelaitis, who states that a 
wide range of mental symptoms was observed in myxedema, com- 
ments that ‘‘in a study of the numerous cases reported in the liter- 
ature it appears to the writer that a dysargestice or delirium-hallu- 
cinatory reaction-type is most frequently observed.”’ 
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In this connection, it is interesting to cite an observation by 
Beck,® not generally noted. In a review of 194 consecutive cases 
of thyroid deficiency, the author found that in 26 there were visual 
hallucinations of small animals, generally mice, sometimes rats, 
eats or dogs running on the floor, These symptoms manifested 
themselves at intervals. ‘‘They are always transient in character 
and appear to be induced by a sudden rotation of the head or a lat- 
eral glance to one or the other side. Patients possessed with these 
hallucinations describe the course and direction of the animals 
taken in their movements in exactly the same manner.”’ 

Akelaitis reviews several theories which attempt to explain the 
physiopathological mechanism of myxedematous mental states, and 
concludes that ‘four knowledge to date does not warrant the accept- 
ance of any one of these hypotheses regardless of how interesting 
they may be.”’ 

A passing comment should be made concerning the patients who 
have a low basal metabolism but who do not show the classical phy- 
sical signs of myxedema, Such cases were first described by Plum- 
mer in 1917 according to Berkman,* and represent a much larger 
number of cases than true myxedema. It is apparently this type 
of thyroid deficiency which was correlated with some cases of 
schizophrenia and which attracted considerable attention from 
Hoskins® **"* and his associates. The authors in a selected group 
of cases recorded considerable success with the administration of 
thyroid extract to these patients. Of the 16 cases so treated, 14 
(88 per cent) showed significant improvement. In these cases, 
much larger doses of thyroid had to be administered to bring about 
beneficial results. This finding is in line with the observation by 
Berkman, who states, ‘‘In the treatment of non-myxedematous pa- 
tients with low metabolic rates, dessicated thyroid is often required 
inmuch larger doses to maintain a normal basal metabolie rate.’’ 

Etiologically, psychoses with myxedema may be divided into two 
general groups: one in which the mental illness appears to be pri- 
marily the result of myxedema, and the other in which the psy- 
chosis appears to be a coincidental occurrence with myxedema. 
Each of the two cases to be reported represents one of these two 
groups. 








622 PSYCHOSES ASSOCIATED WITH MYXEDEMA 


Case MATERIAL 

Case 1. B. D., age 61 years, was readmitted to the Hudson River 
State Hospital March 13, 1939. His mother was described as nery- 
ous, irritable and easily excited. A paternal uncle and cousin are 
now psychotie. 

The patient, the oldest of five siblings, was born September 12, 
1877. He had a normal development and the usual childhood dis- 
eases. He had received a grammar school education. His oceupa- 
tion was that of a farmer. Asa boy he was said to have been irri- 
table, overbearing, insistent on having his own way. It was diffi- 
eult for him to form friendships and he was not particularly anxi- 
ous to do so. 

At the age of 23 years he married, getting along fairly well with 
his wife for about three years. By this marriage there were two 
children, one of whom died in infancy. About three years after 
he was married, he began to complain of headaches. He went toa 
hospital, where he had an operation allegedly for a sinus infection. 
On his return from the hospital he lost ambition, settled into a 
lethargic state, developed a yellow complexion and dry skin, fre. 
quently complained of feeling cold. He sold his property, moved 
to his father’s home, becoming entirely dependent upon his father. 
His wife became dissatisfied with this arrangement and left him, 
taking their daughter with her; the patient has not heard from her 
since. He remained dependent upon his father until the latter's 
death in 1924. He then had to seek some means of livelihood. He 
established a small shoe repair shop and did some work in that line, 
but displayed no ambition. 

Several months after his father’s death, in the fall of 1924, the 
patient began to express ideas of reference, stating that people 
were talking about him. However, he remained fairly comfortable 
until April, 1925, when he developed an acute psychotie episode. 
He threatened to commit suicide, said his wife was frozen in the 
basement and that he could hear her crying for help. He also heard 
music. He stated that his wife and daughter were coming in an 
airplane to get him. He packed his valuable papers in a suitcase 
and threw it into the river. On April 5, 1925, the patient was ad- 
mitted to pavilion F of the Albany Hospital, where he was de- 
scribed as generally slow and phlegmatic, stupid in appearance. 
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The skin of the face was jaundiced; the skin was generally dry and 
sealy. His hair was sparse and coarse; there was seborrhea of the 
scalp. The patient heard little in the left ear, almost nothing in the 
right. Hands and feet were described as short, coarse and bluish. 
The genitals were normal, except for an absence of pigment on the 
penis and scrotum (vitiligo). Deep reflexes were sluggish. Basal 
metabolism was —29. X-ray of the head was negative. 

On April 14, 1925 he was admitted to the Hudson River State 
Hospital. On admission, he was irritable and resentful about his 
presence here, but remained dull, seclusive and disinterested. Said 
to have been seriously deaf, he understood with difficulty. He ex- 
pressed some bizarre delusions, stating that he heard that the doce- 
tors at Albany had killed themselves and that his wife and daugh- 
ter were dead. During the interview he related that he had been 
sick most of his life: following the sinus operation about 20 years 
ago, he had become ‘‘very nervous’’ and had been unable to do 
much work ever since; for the past 10 years, on and off, he had 
been suffering from sinus trouble, headache and ear trouble; for 
the past four or five years he had had a yellow complexion. He 
spoke of getting ‘‘faint-like,’’ tired-out and out of breath when he 
would become overheated. His sensorium was generally well pre- 
served, but he showed no insight into his condition. 

The patient was put on thyroid medication (dosage not speci- 
fied) and gradually showed a marked improvement in his condi- 
tion. He stated that he felt better than he had in over two years. 
His hearing was noted as much improved. His hair had grown in 
on his head, and his skin had become soft and moist. He became 
sociable and good-natured. 

On September 24, 1925, the patient was paroled with the diag- 
nosis of psychosis with other somatic disease, myxedema. In Sep- 
tember 24, 1926, he was discharged as recovered. 

In the interval, the patient apparently had been getting along 
fairly well. He had been taking thyroid, but irregularly. The last 
time he had taken it was some time in 1938. He continued to make 
a satisfactory adjustment until three weeks prior to his last ad- 
mission to the Hudson River State Hospital on March 31, 1939. 
At that time he was said to have become upset again, and a few 
days before admission he became extremely restless. He walked 
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the floor night and day and talked constantly. He said that there 
was someone drilling a well in the cellar and someone on the roof 
with whom he was conversing. He talked continually of his wife 
and child, wanted to see them. He complained that he was warm 
and that he could not get his breath. He would open windows wide 
and stand before them; he would insist that all doors and windows 
be left open. Three days before his admission he went out into the 
fields, where he ran and jumped about. One day he put his good 
clothes and his legal papers into a suitcase and threw the suitcase 
into the creek. This act was identical with that which he had per- 
formed at the early stage of his previous attack. 

On admission to the hospital the patient was described as dull, 
disinterested, and retarded in his actions. It was difficult to obtain 
any information from him because of indistinct speech and marked 
impairment of hearing. 

The patient appeared sluggish and drowsy. His face was bloated 
and of yellowish complexion. The skin was dry, thick and rough. 
The blood pressure was 145/90 and the basal metabolism was —6. 
The blood count revealed the hemoglobin at 86 per cent, red blood 
corpuscles at 3,280,000, color index as 1.8, and the white blood cor- 
puseles at 4,500. Differential count showed polynuclears at 51 per 
cent, lymphocytes at 46 per cent, large mononuclears at 1 per cent 
and eosinophiles at 1 per cent. Two subsequent hemoglobin and 
red blood corpuscle estimations continued to show diminished red 
blood corpuscle count with a relative increase in hemoglobin and a 
high color index. The erythrocytes were noted as slightly pale but 
otherwise normal. Spinal fluid examination was negative, Oph- 
thalmological examinations revealed: April 5— edema of right optic 
disc; June 14——slight swelling of right dise; August 23— outline of 
right dise obscured and indistinct with some hyperemia and edema. 

On the ward, the patient was idle and spent most of his time 
sitting in a chair or lying on a bench sleeping. He would become 
somewhat irritable when awakened. Lis speech was thick and 
drawling; he repeatedly protruded his tongue while talking. 

It was difficult to hold conversation with him because of his poor 
hearing. He expressed a mild paranoid trend, and had an amnesia 
for some of the events which led to his admission to the hospital. 
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He admitted confused periods but did not remember being excited 
at home. The sensoriuin was fairly well preserved. 

On May 4, 1939, the patient had a weak spell. He slumped to 
the floor and became pale. He recovered in a few minutes. He re- 
mained dull, retarded, inactive and deaf. He continued to express 
a mild paranoid trend, and admitted auditory hallucinations which 
annoyed him. The voices which he heard threatened to kill him 
and to take away everything he possessed. He identified the voice 
as that of his cousin. He showed no insight into his condition, ex- 
plaining his admission by the fact that he had been doped and 
brought here. As for his former admission, he stated that the 
same people had played the same trick on him this time: he again 
accused his cousin, 

At the end of June, 1939, the patient was put on thyroid, 2 gr. 
t. i. d. Following this, he had gradually become more active and 
alert. He began to take an interest in the ward activities and be- 
came an efficient worker in the ward clothing room. A remarkable 
improvement was noted in his physical condition. His facial fea- 
tures became more clear-cut and he appeared more animated. The 
skin generally lost its coarse texture. 

On interview on July 24, 1939, the patient appeared more alert 
and accessible because of the marked improvement in his hearing. 
He smiled occasionally in an appropriate manner. He showed su- 
perficial insight into his auditory hallucinations and paranoid de- 
lusions, realizing their abnormal character. He said, ‘‘It seemed 
just as real as could be but I guess it was not. It is a funny thing 
to think you hear voices just as real and yet there are not any.’’ He 
nevertheless continued to evidence amnesia for the conduct which 
led to his hospitalization. The basal metabolism determination on 
August 28, 1939 was —7 per cent. Even after he had received con- 
siderable amounts of thyroid and had shown improvement in his 
general condition, the anemia noted above persisted. Following 
the intramuscular injection of liver, however, the erythrocyte count 
rose to 4,250,000. 

The patient continued to show marked improvement in his con- 
dition, so that on November 5, 1939 he was paroled. He has con- 
tinued in a comfortable state. The last basal metabolism determi- 
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nation on February 21, 1940 was +2 per cent. The dose of thy- 
roid extract has been gradually reduced, so that at present the pa- 
tient is taking 1 gr. b. i. d. 

In retrospect,it appears that at the time the patient was operated 
upon for a sinus infection, he was suffering with headaches not 
uncommonly seen in myxedema, which in his case apparently be- 
came manifest when the patient returned home from the hospital. 
Both attacks appear to fit into the type of reaction most commonly 
observed by Akelaitis, the delirium-hallucinatory reaction type. 
The association of typical physical signs of myxedema with the 
mental picture described above and the relief of all the symptoms 
by the ingestion of thyroid extract support the assumption that 
thyroid hypofunction played a primary role in the patient’s mental 
illness. The patient is a rather simple, retiring man with limited 
intellectual endowment, hence no light on the mechanism of his 
mental symptoms could be elicited. 

Case 2. K. J. W., age 61 years, was admitted to the Hudson 
River State Hospital March 6, 1929. The mother was described 
as of a high-strung, excitable domineering type. She had suffered 
from a senile psychosis for a period of three years prior to her 
death at the age of 83 in 1924. 

The patient was the eldest of four siblings. Her early childhood 
was uneventful. She received an academic education, specializing 
in business, and since leaving school has been employed in a variety 
of offices. She was described as a dignified, independent person 
with pronounced likes and dislikes. She was opinionated, domi- 
neering and egotistical. She was always considered ‘‘ peculiar.” 
She had been closely attached to her mother, for whom she eared 
during the three years of her illness prior to her death. She re- 
mained single, had never been considered a ‘‘social’’ person, had 
experienced no love affairs but had had some friends. Her ambi- 
tion was to develop literary ability, but she was not successful in 
her attempts. She was thrifty to an exaggerated degree, investing 
her savings in an annuity to provide for her old age. After her 
mother’s death, she had been living in boarding houses. 

Her general physical health had been good until her menopause 
at about 45 years of age, when she gained weight and developed 
some swelling of the face, hands and feet. She was treated at the 
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time with thyroid which made her extremely ill, the symptoms 
which arose at that time being apparently those of hyperthyroid- 
ism. She gradually improved and remained well until four or five 
vears before her admission to this hospital, when she became ill 
again sometime in 1924. At that time, she is said to have become 
more self-centered and worried about her physical condition. She 
again received thyroid medication. 

In October, 1926, she underwent a tonsillectomy. Following the 
operation she gained weight, and her face and hands became puffy. 
Soon after this, the patient became suspicious of her friends and 
coworkers, making frequent changes in her employment and mov- 
ing to various apartments. She believed that someone was after 
her, trying to obtain her money and prevent her from earning ¢ 
living. Later she began to make open accusations of persecution, 
as a result of which she finally lost her employment in August, 1928. 
In October, 1928, after she got into some difficulty in a boarding 
house where she locked herself in a room, she was taken to a psy- 
chopathie hospital for observation and from there admitted to a 
private sanitorium. 

After a residence of five months in the sanitorium, she had shown 
no improvement; she was therefore committed to the Hudson River 
State Hospital on March 6, 1929. The report of the sanitorium 
stated that during her residence there the patient had remained in 
good physical condition. 

On physical examination at the Hudson River State Hospital, it 
was noted that the patient’s appearance suggested myxedema. Her 
features were coarse, the whole face puffy and pale. Hands, feet 
and ankles were swollen but the edema did not pit on pressure, skin 
was dry and sealing. Arthritie changes in the hands, knees and 
ankles were also noted. The blood pressure was 180/90, pulse 50. 

All the movements were retarded, and the patient became dys- 
pneic on climbing one flight of stairs. Urine examination and blood 
Wassermann were negative. Basal metabolism was —23. 

The patient was placed on thyroid medication. As a result, she 
lost some weight, the physical signs of myxedema had gradually 
subsided, and general improvement was noted in her physical con- 
dition. Dyspnea on exertion had disappeared, and the patient be- 
came able to take normal amounts of exercise. The so-called 
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rheumatism which formerly had prevented her from sewing or 
taking dictation had cleared up, so that she was able to sew without 
discomfort. She appreciated what had been done for her physical 
condition, but retained her paranoid trend and expressed resent. 
ment at being confined in an institution, She developed no insight 
into her mental condition. 

Since she displayed no antisocial conduct in response to her de- 
lusions, she was paroled from the Hudson River State Hospital on 
June 24, 1929, in an improved condition. She got along fairly well 
for a few months, although she remained suspicious. In December, 
1929 her perseeutory trend came to the surface again, so that on 
December 20, 1929, it was necessary to return her to the hospital. 
She refused to take thyroid, therefore the physical signs and symp- 
toms of the myxedema recurred, persisting until February 10, 1930, 
when she was again placed on thyroid. This restored her comfort- 
able physical state. In October she again refused thyroid, her phy- 
sical condition suffering accordingly. No cause was elicited for 
the refusal of medication. 

On February 14, 1931, the physical signs of myxedema became 
more prominent. The patient became more inactive, slept or 
drowsed a good part of the day. She was not inclined to go out for 
exercise, and appeared to become dyspneie easily. She emphati- 
cally reaffirmed, however, ‘‘I am not a thyroid case.’’ She con- 
tinued to express her persecutory trend. She finally became so un- 
comtortable physically that she consented to take thyroid. <Ae- 
cordingly, she was placed on thyroid medication June 22, 1931, and 
in August, 1931 there was again noted a marked improvement in 
her condition. Her weight was reduced from 181 to 165 pounds. 
The edema subsided, she became generally stronger and more alert. 
No essential improvement was noted, however, in her mental con- 
dition. After a short while she again refused to take thyroid, com. 
plaining that the medication was given to her without her consent 
and that its effect was deletirious. The physical symptoms again 
recurred, she became feeble and unsteady on her feet, her trend at 
the same time becoming more diffuse. She included her sister 
among her persecutors and stated that everyone was against her. 
She became more resistive to care and untidy in her habits. At the 
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end of December, 1931, she developed an upper respiratory infec- 
tion, following which she gradually grew weaker, dying on Jan- 
uary 17,1932. Unfortunately, permission for an autopsy could not 
be obtained. 

This case presents a somewhat more complicated picture. Al- 
though one can hardly consider the myxedema as a purely coinei- 
dental illness in this case, on the other hand if it played any part 
in the patient’s mental illness this was of only secondary impor- 
tance. There were several precipitating factors in the patient’s 
illness, among which her previous personality, her mother’s death 
with the resultant loss of a permanent home and feeling of security 
may be considered of importance. One may speculate that in this 
case, were the patient in good physical health the psychosis might 
not have come to the surface. The myxedema might have been the 
foree which pulled the trigger of an already loaded gun. Once the 
threshold was crossed, however, relief of the myxedema was not 
sufficient to restore the patient’s mental balance, because of the 
multiple factors involved. 


SUMMARY 


The two cases reported represent the two general groups of men- 
tal illness associated with myxedema, one group in which myx- 
edema appears to be the primary cause of the psychosis, the other 
in which myxedema is not directly related to the psychosis or may 
play only a secondary role. 

In the first case, although the patient had suffered from a myx- 
edematous mental state for a number of years, the psychotic symp- 
toms had a rather sudden onset. They began as a delirious episode 
with subsequent partial amnesia for this episode, followed by a 
mild paranoid trend of relatively short duration. Both the phy- 
sical and the mental symptoms on two different occasions, years 
apart, responded promptly to thyroid medication with complete re- 
mission of the mental illness. 

In the second case, if the myxedema was in any way associated 
with mental illness it was only as one of the several contributory 
factors. The psychosis seems to have resulted primarily from mal- 
adjustment of a neurotic personality to difficult life situations. 

The mental picture was that of a paranoid condition, which ran 
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a continuous course. Although the administration of thyroid in 
this case repeatedly relieved the physical symptoms of the myx- 
edema, it had no material influence on the mental illness except per- 
haps for producing a slight reduction in the intensity of the 
symptoms. 


ConcLUSIONS 


The two cases demonstrate clearly the psychosomatic intrarela- 
tionship in illness. 

They also manifest the well-established fact that in any organic 
mental syndrome two general groups of symptoms are usually ob- 
served. QOne group represents the sypmtoms common to the or- 
ganie syndrome, while the other group is determined primarily by 
the personality and the life experience of the patient. 

On the surface, there appears to be some similarity between the 
two cases presented: 

(1) Both patients had schizoid traits in their personalities. 

(2) Both seem to have been excessively attracted to the parent 
of the same sex. 

(3) In both eases, the mental symptoms became manifest soon 
after the death of the parent. 

(4) In each ease there was in evidence a paranoid trend in the 
form of belief that alleged enemies threatened or planned to take 
away everything the patient had. 

The writer, however, does not feel justified from the superficial 
study of only two cases to draw inferences from their apparent sim- 
ilarity. A more thorough study of a larger number of cases would 
be required to establish whether this similarity is coincidental or 
in any way related. 


Hudson River State Hospital 
Poughkeepsie, N. Y. 
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PSYCHOSOMATIC RELATIONSHIPS IN ULCEROMEMBRANOUS 
STOMATITIS* 


BY J. L. BENNETT, M. D. 


When a reception service was established at the Creedmoor State 
Hospital in May, 1936, the problem arose of selecting the most fre- 
quently recurring remediable physical disease noted on admission. 
Preliminary study was to be concerned with ways of early detee- 
tion, methods for control, and determination of the possible effect 
of this disease on the mental course of the patient. After sufficient 
study of the problem, a routine procedure was to be established 
regarding the most effective system for the early detection and 
treatment of the disease, due consideration to be given to matters 
of economy, simplicity and safety of the treatment, keeping in mind 
the necessity of its application to a diversified group of mental 
cases. 

After a tabulation of one year, it became evident that ulceromem- 
branous stomatitis headed the list of remediable diseases, with 
the more serious syphilitic cases coming second in frequency. 
Uleeromembranous stomatitis is an infectious, mildly contagious 
disease of the mucosa which may involve the gums, various other 
regions of the mouth, tonsils, pharynx, and even the larynx, 
trachea and bronchi. It is the ‘‘trench mouth”’ of the war. Vin- 
cent described fusiform bacilli accompanied by long spirilla on 
smear examination. The disease is frequently referred to as Vin- 
cent’s angina, hence in this paper, for the purpose of brevity, it 
will sometimes be referred to as ‘‘ Vincent’s.’’ 

Bradbury, writing for the textbook of medicine by Cecil,’ de- 
seribes the disease as follows: ‘‘obstinate, difficult to eradicate, re- 
occurs frequently, treatment is difficult and requires painstaking 
attention to detail.’’ 

The chief symptoms range from sponginess of the gums with 
bleeding on brushing the teeth, to various stages of uleeromem- 
branous involvement of the regions susceptible to infection. These 
areas present a yellowish gray friable membrane which when de- 


*Read at the interhospital conference held at the New York State Psychiatric Institute and Hos- 
pital, New York, N. Y., April 19, 1940. 
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tached leaves a bleeding surface. The breath has a peculiar foul 
odor. Constitutional symptoms are usually slight, unless the dis- 
ease is pronounced or secondary infection has taken place. 

The criteria of positive diagnosis used here included the demon- 
stration of ulcerative lesions of the mucous membrane of the mouth 
or throat, with the finding in the stained smear of both fusiform 
bacilli and spirochetes. A cure was constituted by the healing of 
these lesions with the finding of negative smears on two consecutive 
examinations taken 24 hours apart. 

The specific problem for investigation having been determined, 
attention was given to the then prevalent methods of treatment. 
These were generally described as time-consuming and frequently 
ineffective. The disease was considered a therapeutic problem of 
importance because of the difficulty encountered in preventing its 
spread in a compact group of mental patients who were often most 
uncooperative regarding the measures of infectious precautions 
instituted. The gamut of oral therapeutic agents was run, consist- 
ing of local application of chromie acid 5 per cent, tincture of 
iodine, silver nitrate 5 per cent, Fowler’s solution, sodium perbo- 
rate (2 per cent solution to paste-form strength), hydrogen perox- 
ide, tincture of benzoin, zine chloride 8 per cent solution, and pow- 
dered copper sulfate. Neoarsphenamine was used intravenously 
as well as in a 10 per cent solution in glycerine applied locally. To 
check recent reports in the literature, a small control series was 
run using sodium carbonate 5 per cent solution as an alkaline mouth 
wash in conjunction with a high vitamin C intake. No improve- 
ment was noted. 

It is interesting to note that patients having a Vincent’s infec- 
tion tend to reject foods which are high in vitamin C, namely the 
leafy vegetables, fruits, including citrus fruits and tomato juice. 
It is entirely probable that scurvy in various degrees exists in these 
patients and that by producing an ulcerative state of the gums it 
creates favorable medium for infection. Therefore, as a routine 
measure, all patients with Vincent’s angina receive an ample vita- 
min C intake as well as a nutritious high diet. Conversely, pa- 
tients in the hospital, previously free from Vincent’s infection. 
have developed it while under a high vitamin diet supplied in the 
form of concentrates. 
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In January, 1936, several sample ampules of mapharsen were 
supplied the hospital to be used in the treatment of syphilis. In 
the perusal of the experimental literature on this new drug, many 
new and interesting findings were noted. Voegtlin and Smith® 
have produced convincing evidence that the action of the various 
arsphenamines depends on their conversion into a trivalent oxide, 
arsenoxide metaamino-parahydroxyphenyl arsine oxide, which is 
considered to be the principal cleavage product of the arsphena- 
mines, This product is provided under the trade name of maphar- 
sen. Ehrlich, Hata, Bertheim and Voegtlin have shown that this 
drug becomes less toxic on exposure to air and moisture, gradually 
oxidizing to a less toxic phenylarsenic acid. Mapharsen was found 
by them to have active treponemicidal powers both in vivo and in 
vitro. While the toxicity was approximately 10 times that of ars- 
phenamine, it was found to be clinically effective in one-tenth the 
concentration or dosage. This drug was considered to further 
offer a decided advantage in administration and stability, particu- 
larly as solutions maintained their treponemicidal effect for several 
days. 

Concluding that a drug having treponemicidal powers both in 
vivo and in vitro seemingly should be of value in such surface 
lesions as present themself in Vincent’s, the mapharsen gratuit- 
ously supplied was diverted from the purpose for which it was 
originally intended, namely the treatment of systemic syphilis, and 
was used experimentally in the treatment of some refractory cases 
of Vincent’s. The three patients treated showed a rapid improve- 
ment, using half dosage intravenously with application of the re- 
maining half dosage of the plain powder to the lesions. In these 
cases, severe burning was complained of with the local application 
of the powder; this for a time was considered a deterrent to the 
routine use of the drug. Later the remaining aqueous solution was 
used in two cases of Vincent’s, being applied locally with a cotton 
applicator. Both cases gave negative smears in 48 hours, while the 
lesions healed slowly in about one week. 

Standardized measures in a State hospital, and probably else- 
where, give the most effective means for treatment of any series 
of frequently repeating symptoms or conditions. A routine pro- 
cedure for the detection and treatment of Vincent’s has been ef- 
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fected as follows. Successful operation of this plan has been ear- 
ried out for the past 18 months on the female reception service of 
this hospital. Nearly all entering patients arrive at noon or early 
in the afternoon. If a meal is ingested before physical examina- 
tion, the dishes used are cared for with infectious precautions. 
Physical examination is performed early in the afternoon, includ- 
ing oral examination, and at the same time a smear is taken for 
Vineent’s. Examination of this smear is carried out by the labora- 
tory the same day and if positive the ward is notified by telephone, 
while the usual routine report follows later. In this way, cases of 
Vineent’s are early detected and the possibility of an outbreak is 
largely averted. Any positive cases are treated with mapharsen, 
prepared and used as follows: An ampule of mapharsen .04 gm. 
is dissolved in 10 ¢.c, of sterile distilled water. One-half of the 
dose is given intravenously (provided there is no physical contra- 
indication) and the remainder is applied locally on the cleansed 
mucous membranes, application being made one-half hour before 
each meal. Patients are not permitted to rinse the mouth for at 
least five minutes. Daily smears are taken until two consecutive 
smears are negative and the patient is found clinically to be with- 
out symptoms or evidence of infection. 

The usual dosage of the drug, diluted as directed, produces a 
solution having a pleasant sweet taste, which causes no pain when 
applied to an active oral lesion. No special apparatus is necessary 
for the oral application of this drug other than the usual applicator. 
The use of plain powder was discontinued because of the difficulty 
of application and the frequeney with which pain was complained 
of when the powder was used in direct contact with the tissues. The 
use of painless remedies is desirous especially with mental cases. 

It has been observed that dental caries, concretions and general 
neglect of oral hygiene impede recovery. Dental examination is 
made the day following admission. Doubtful cases are rechecked 
by smear examination. The teeth are scaled, and preliminary 
treatment is begun toward the removal of old roots, dentures, ete., 
which may be a source of irritation to the gums or mucous mem- 
branes of the mouth. 

The dangers of infection or reinfection of patients by relatives 
or friends who have the disease must be considered. Relatives of 








636 RELATIONSHIPS IN ULCEROMEMBRANOUS STOMATITIS 


infected patients are warned against kissing and are not permitted 
to bring food to the ward. They are advised to seek medical exami. 
nation for an oral checkup. 

The following case illustrates the chronicity of the course of Vin- 
cent’s angina under the various popular remedies, with a prompt 
response to marpharsen treatment as now routinely used. 

R. R., age 56 years, married, was admitted on a judicial commitment 
October 4, 1939, diagnosed involutional psychosis, melancholia. The pa- 
tient was born abroad of Russian-ebrew stock, and little was known of 
her early history. She married at 22 years of age, shortly after her arrival 
in this country. Three children resulted from the union and a happy fam- 
ily constellation was formed. In makeup, she was described as even-tem- 
pered but worrisome. When 44 years of age, she underwent an operation 
for the repair of a bilateral femoral hernia. Her convalescence was normal, 
and no mental symptoms were noted at the time. An uneventful meno- 
pause oecurred shortly thereafter. 

Kight months prior to admission, the patient complained of stomach 
pains and thought she was going to die of cancer. She was increasingly 
anorectic, at times refusing food. This was attributed to her delusion re- 
garding cancer of the stomach, although it was also noted that her gums 
bled on brushing her teeth and that mastication was painful. Fear of 
both cancer and tuberculosis was expressed because of this. Depression 
became marked, and suicidal ideas eventually developed. 

Significant physical findings on admission here were a blood pressure 
of 124/90, a pyknie habitus with evidence of some weight loss, and marked 
varicosities of both legs. The gingival margins were noted to be generally 
ulcerated. Many teeth were missing, while those remaining were mostly 
carious and there was considerable ealeulary deposit. The patient was 
uncooperative, agitated, depressed and suspicious. Her mental content 
consisted principally of ideas of impending death with seattered delusions 
of reference and persecution. Her interest in reality was limited, her sen- 
sorium was partly clouded, and her recent memory was poor. 

The routine admission Vincent’s smear was negative, but because of the 
objective state of her mouth a recheck was made and found to be positive. 
At this time, mapharsen was temporarily not available. Several of the 
popular remedies were tried without success, including chromie acid 5 per 
cent, sodium perborate paste, and neoarsphenamine given both intravenously 
and by local application. Complete dental care was completed within a 
week, except for extraction of some old roots which was postponed until 
the smear became negative. After 28 days of treatment, no appreciable im- 
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provement was noted by inspection or laboratory examination. Mapharsen 
was then used as outlined above. The smears were negative on the second 
day, but some of the gingival lesions did not completely heal until the old 
roots were extracted. 

The patient was paroled as improved December 21, 1939, having made 
a slow but incomplete recovery. Hypochrondriacal complaints had sub- 
sided completely, and the patient felt that her physical state had been com- 
pletely cured. 

It was not until after July, 1936, that routine Vincent’s smears 
were taken on all admissions. The material studied includes the 
123 cases of Vincent’s angina occurring in 1,888 female admissions 
to this hospital from the period July 1, 1936 to January 1, 1940. 
During the same period, there were 82 patients admitted with posi- 
tive Wassermann reactions. Six others showed negative Wasser- 
manns but had histories of previous treatment or gave physical 
evidence of syphilis, so were included, making a total of 88 cases 
as compared with the 123 cases of Vincent’s angina. A total of 
17 cases occurred in each series having both Vincent’s and syphilis 
on admission. Because of physical conditions (other quarters being 
in use pending the completion of a new building for the reception 
service), it was necessary to directly admit 361 cases either to the 
infirmary building or to the service for the chronically disturbed. 
Significant deductive data include this group, only two of which 
were found to have Vincent’s. 

Four patients of this group were tubefed one, three, three and 
one-half and nine months respectively, and 11 patients were tube- 
fed for an average of ten and one-half days each, 

The incidence rate for the disease was 6.5 per cent. Fifteen 
patients (12 per cent) have died. The principal causes of death 
were myocarditis and general arteriosclerosis. No deaths were di- 
rectly attributed to Vincent’s angina or its complications. Three 
patients died of bronchopneumonia, having had only a short hos- 
pital residence. Forty-three patients (35 per cent) either have been 
discharged or are still on parole, The age distribution was as 
follows: 
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22 £0.20 YORTS oc cicecccccosveccosccedsecccocsese 5 
21 to 30 years ....ccccccccccccccccccccccsccecess 19 
BI £0 40 YOATS cccccccccccsvcccccccscsscecsccsccece 33 
41 to 50 years .ccccccccccccccccccccccccccccccccs 28 
51 to GO years ...ccccccecccccccccccccccccccccece 2 

G1 to 70 YOATS 2. cccccccccccccccvcvcvsceccccccece 15 
Fi 00: BO YORI oc ccccccccscecvvescceccecceccscece 2 


The highest incidence was in the age group of 31 to 40 years 
(33 eases). The distribution according to mental diagnosis was: 
Dementia precox—42, or 34 per cent, distributed as follows: 


POPOMOIE TYPO 2 cicicccccvccccvenceeccecovescoocve 18 

Catatomic type ....ccscccccvccccccscscccccccscoce 20 

PIOMEPNVEMIC TYPO 2cccciccecsvccccvcsccocscoseces ° 3 

PN EDO oo 6.0.6.0. 6:00:0.6:66059:0.0:0.0:4400'6)0000 0000808 1 
Manic-depressive psychosis: 

Depressed type ..cccccccccccccccsccsccccceccs ese 3 

Mamie type ..cccccccccccccesccccccccccccccccccs 5 

Mixed type ..cccccccsccccccccccccccccccccsccece 13 
Involutional psychosis: 

Paranoid type .......e6. ecccccccccccccccecces oes 5 

Molancholian, ...ccccsccccccccccccccscccccccocces ° 2 


Seventeen cases were in the senile or arteriosclerotie group. The 
remaining were scattered among most of the various other group- 
ings. There was a general average weight increase in the Vin- 
cent’s patients of 3 pounds 7 ounces during the first month of resi- 
dence, as compared with a similar consecutive group in which the 
weight increase was found to be 1 pound 3 ounces. The higher 
figure is attributed to the general tonic effect of arsenic, the in- 
creased attention by the hospital personnel to the food intake of 
these patients, as well as to the effect of the cure of the infection. 
The average number of days the Vincent’s smear remained posi- 
tive under mapharsen therapy was 3.2, while the lesions required 
an average of 11.4 days to heal. An average total dosage of 67 
mgm. of mapharsen was used for each patient so treated. Reac- 
tions to the intravenous use of the drug occurred in two patients. 
This was slight and consisted only of nausea. Nitritoid crisis was 
not noted. 

One of the most distressing symptoms presented by the mental 
patient, both for the relatives and for the physicians, is the refusal 
of food. Physical as well as mental factors may be operative. Few 
patients are admitted for whom it is physically impossible to accept 
food. Reasons for the refusal of food by the psychotic become 
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legion. The process of alleviating these causes, if the mental factor 
alone is operative, is time-consuming. Physical and mental factors 
often are operating simultaneously. One of the purposes of this 
paper was to study the effect of the eradication of the physical fae- 
tor, namely Vincent’s infection, and to note the effect on the mental 
state of the patient, herein manifested objectively by the refusal of 
food. 

Difficulty in feeding was noted in 92 of the 121 Vincent’s-posi- 
tive patients admitted directly to the reception service. Of these, 
85 required either tubefeeding or forced spoon feeding. All pa- 
tients save seven began eating voluntarily as soon as the infection 
had subsided. Only eight patients not Vincent’s-positive have re- 
quired tubefeeding during the past year. 

Almost all patients who became conversant complained of anor- 
exia during the infection as well as physical discomfort on eating. 
Forty-three patients expressed some form of paranoid trend cen- 
tered principally upon ideas of poisoning on the basis of the phy- 
sical state of their mouth. 

The following abstract illustrates the development of a delusion 
of poisoning in a ease of affective psychosis, after the patient had 
contracted Vincent’s while in the hospital. Delusional ideas sub- 
sided promptly after treatment of the mouth infection. This illus- 
trates the value of a routine smear for Vincent’s with all patients 
who refuse food. 

L. E., age 33 years, married, was admitted on a judicial commitment 
March 15, 1939, diagnosed manic-depressive psychosis, mixed type. 

Her family history was negative for nervous or mental disease for three 
generations, except for an ‘‘eecentric’’ spinster maternal aunt. Her birth 
and early development were normal. She was the seventh of eight siblings. 
When 10 years of age, the patient was involved in a serious automobile 
accident in which her father, two brothers and the family chauffeur were 
killed. The patient sustained injuries to the spine and required rest in bed 
for several months. There were no apparent residual effects. 

The patient’s only remaining brother, when he was 12 years of age, was 
accidentally shot through the frontal lobe by a friend while hunting. Fol- 
lowing convalescence from the trauma, he began to show personality 
changes, had tantrums and in a fit of rage committed suicide at 17 years 
of age by shooting himself in the head. 
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The loss of her only remaining brother had a profound influence on the 
patient. At 17 years of age, she went through a period of depression lasting 
two or three months, at which time suicide was contemplated. Following 
the completion of an A. B. degree, she was married at 21 years of age. The 
marriage has been a happy one. 

In makeup she was described as reserved, refined, friendly if overtures 
were made, meticulous in habits and dress. She was studious, and inter. 
ested principally in cultural subjects. 

During the three months prior to her admission, the patient became phy- 
sically weakened by caring for her widowed mother who was ill with ean- 
cer and was being given intensive treatment prior to operative procedure. 
Just before the patient was admitted, her only daughter became ill. At 
that time, she was also planning extensive entertainment for a sister who 
had recently returned from study in Paris. It became necessary to cancel 
all engagements. She became restless and had insomnia. Two days later 
she attempted suicide by slashing her wrist, drinking a small quantity of 
iodine and turning on the gas, having previously carefully insulated the 
kitchen. She was cared for at a private hospital for two weeks prior to 
her admission to this hospital. 

Physical examination here was essentially negative except for a healed 
laceration of the left wrist. Her state of excellent oral hygiene was com- 
mented on at the time of dental examination, Vincent’s smears were 
negative. 

During the first month of residence here she was restless, hyperactive, 
and slept only when under sedation. There was an undercurrent of agitated 
depression throughout. Ideas of self-condemnation and nihilism were prom- 
inent. She showed inereasing anorexia, and finally refused food stating 
that she was being poisoned by the hospital. Tubefeeding became neces- 
sary, and a Vincent’s smear was positive. Oral examination now disclosed 
a moderate gingivitis. Treatment was given as routinely prescribed, and 
smears for Vincent’s were negative on the next day. As her mouth healed, 
she rapidly repressed her delusions of poisoning. Investigation for the 
source of infection disclosed that the patient had drunk from a cup sup- 
plied to a Vincent’s infected patient. Other mental improvement was grad- 
ual, and she was paroled August 16, 1939 as much improved. 

A delicate balance often exists for the repression of abnormal 
trends. The preceding case illustrates how somatic factors dis- 
rupted this equation, allowing an overflow in the form of delusional 
ideas, which state rapidly receded when the deterrent somatic fac- 
tor was removed. Prompt action may forestall the formation of a 
habit pattern, here noted as the refusal of food. 
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There is a tendency in patients afflicted with Vincent’s, especially 
in the trend reaction group, to fortify the delusional system par- 
ticularly regarding poisoning by food. Therefore anorexia or re- 
fusal of food is a frequent symptom in this group. Due to the 
healing of painful oral lesions, delusions (especially of poisoning) 
are frequently ameliorated or repressed, Psychic factors are too 
complicated and interrelated to permit attributing improvement 
to one factor alone. All the usual psychotherapeutic aids were ap- 
plied with the added vigor that often characterizes the treatment of 
cases under special study. It is felt, however, that the relief of the 
physical factor lessens the total load tension on a patient. This 
perhaps allows a more vulnerable attack on the distorted psyche 
by the psychiatrist, as well as by the usual hospital personnel, 
whose efforts, because of prolonged personal contact and sympa- 
thetic interest, are often most efficacious. 

Comparative figures from admission services of other State hos- 
pitals regarding the incidences of tubefeeding cases are not avail- 
able. A total of only 30 gavages has been given on this service 
from August 1, 1939 to March 30, 1940. It is felt that the early 
eradication of Vincent’s has materially helped in the reduction. 

SUMMARY AND CONCLUSIONS 

1. During a three and one-half year period, uleeromembranous 
stomatitis was the most frequent remediable physical disease oe- 
curing among new admissions in the female division of the Creed- 
moor State Hospital. The incident rate was 6.5 per cent. 

2. Psychosomatic relationships of this disease both before and 
after treatment have been discussed. 

3. The usual methods of treatment were found to be varied, 
time-consuming and frequently ineffective. 

4. Mapharsen applied in the manner outlined was the most con- 
venient, economical and effective remedy used. No somatie injury 
was noted in patients under this treatment. 

». A routine method, applicable to institutions, for the detection 
and treatment of this disease has been described. 


Creedmoor State Hospital 
Queens Village, N. Y. 
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Technique of Analytical Psychotherapy. by WiLieiM STEKEL. Trans- 
lated by Epen and Cepar Paut. W. W. Norton and Company, New 
York, 1940. 408 pages. Price $5.00. 


The medical world is fortunate to receive this final volume from the pen 
of Wilhelm Stekel, who died recently in the city of London where he had 
taken refuge in 1938. Outspoken in his opposition to Naziism, he found it 
necessary to leave Vienna when Austria was annexed to Germany. 

Stekel began his analytical eareer as a pupil of Freud; it was not long, 
however, before he drifted away from the orthodox school for several rea- 
sons, mainly, perhaps, that he insisted upon what he ealls the ‘‘active 
method,’’ by which free scope is left for the analyst to give suggestions and 
promptings in order to achieve a more speedy result. He speaks in the 
preface of the tedious, drawn-out analyses conducted by the orthodox 
method which not infrequently last from two to three or even five years: 
‘Ror my part, a good many years ago I declared that the best results could 
be achieved in a comparatively brief time, not exceeding three or four 
months.’ He says he is convinced from his experience that while free 
associations are of the greatest value because of the light thus thrown on 
the nature of the thought processes of the analysand, he is mindful of cer- 
tain dangers of being misled by the patient's associations, which may not 
always be ‘‘free.’’ In addition to differing from the orthodox school with 
respect to technique and duration of treatment, he differs in theory on some 
important points, notably in his understanding of the unconscious and in 
his skepticism concerning some of the mechanisms cherished by the psycho- 
analytie school, such as the castration complex and the relative position of 
the id. 

While he frequently speaks in highly laudatory terms of Freud’s in- 
vestigations and makes use continually of Freudian technique and while 
his method is based upon free association, he can still speak in a eynieal 
vein of Freud and the Freudians. He would build a new therapeutic 
technique from which he would exclude lay analysts. It should be a medi- 
eal science: ‘‘To begin with, therefore, the old building must be razed to 
the ground. There will remain from the original foundations our know]- 
edge of the workings of psychie determinants, of the importance of the 
sexual problem, of the polyphony of thought processes. Freud’s merits 
and Freud’s significance remain overwhelming, but his researches were a 
beginning and not an end.’’ 
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There is no doubt that Stekel has made a worthwhile contribution to psy- 
chotherapy, but he is not of the caliber of Sigmund Freud and has not 
presented a system that will supercede psychoanalysis. It may be that the 
Freudians have been too rigid; perhaps more latitude in method and theory 
should be permitted to the elect. In the 23 chapters which make up this 
book Stekel has given a detailed account of his method of treatment, de- 
voting much time to the consideration of practical points such as the han- 
dling of resistance and of transference, the dangers of suicide, when and 
how technique should be modified for the best results. Stekel is a man oj 
strong convictions; one often finds it necessary to disagree with him in favor 
of the older method, but at the same time one finds much that deserves eare- 
ful study in what he has written. 

Stekel was endowed with a practical type of mind, impatient of delay 
and seeking quick results. The objection to his method is that usually the 
patient is only relieved of one or more symptoms by the mechanism of trans. 
ference; the fundamental inadequacies are not disclosed or helped, and 
new symptoms are likely to appear. That he has had good results in numer- 
ous cases deseribed in the book, there ean be no doubt; even those analysts 
who differ with him can read the volume with profit and will find there use- 
ful suggestions derived from his wide experience. 

A glossary is appended by the translators. It is of doubtful value, for 
most of the definitions could be surmised from the context and it is not 
without error, notably the misuse of the term ‘‘analysand’’ as synony- 
mous with analyst. (The word is used correctly several times in the text 
as indicating the patient.) 


Beyond the Clinical Frontiers. A Psychiatrist Views Crowd Behavior. 
By Epwarp A. Srrecker, M. D., A. M., Se.D. W. W. Norton and 
Company, New York, 1940, 201 pages, with forward and bibliography. 
Price $2.00. 


Published under the auspices of the Salmon Memorial Committee of 
the New York Academy of Medicine, this smoothly written volume con- 
stitutes a somewhat informal yet efficient treatise, psychiatrically oriented, 
on the nature of the collective mind and its reactions, It might well be 
considered a cornerstone in the field of ‘‘psychiatrie sociology.’’ Above 
all, the reader will hardly fail to be impressed by its timely and far-reach- 
ing significance at a moment when violent overt group conflicts command 
the center of attention in an agitated international scene. For the psy- 
ehiatrist, Dr. Strecker offers an intelligent examination of mass mental- 
emotional processes with a discussion of group maladjustment as a vast 
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mental hygiene problem. For the general reader, the book will prove a 
remarkable eye-opener serving to further modify his traditionally cireum- 
scribed conception of ‘‘abnormal’’ versus ‘‘normal’’ behavior. 

The preeminent feature of this work is a striking analogy traced between 
mob behavior and psychotic behavior. Calling attention to such pheno- 
mena as mass hallucinosis and conversion mechanisms in wartime, com- 
munal religious ecstasies bearing resemblance to psychotie stupors, crowd 
violence as a counterpart of manie destructive outbursts, mob paranoid 
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reactions and ‘‘catatonie’’ resistiveness, Strecker embarks upon a masterly 
portrait of the crowd-man whom he sets up beside the psychotic, with the 
‘‘normal’’ individual as a frame of reference. Pursuing further than these 
more obvious manifestations, he draws up a thorough comparison and ar- 
rives at a well-nuaneed formulation of the essential points of kinship be- 
tween the ‘‘madman’’ and the ‘‘mad’’ mob: Both are motivated inordi- 
nately by impulsive emotion at the expense of logic, intelligence or ‘‘com- 
mon sense.’’ Both seek constantly to circumvent obtruding realities either 
by brute assault against them or by stubborn inaction, Like so many psy- 
chotic individuals, indeed like many ‘‘normal’’ but emotionally imma- 
ture adults, the erowd-man acts and reacts in the manner of a spoiled child. 
Repressing all awareness of the inconsistencies of his thoughts and actions, 
he makes wholesale use of escape devices to deceive himself as well as 
others. Rationalization, projection, logic-tight compartments, idealistic 
identifications, oververbalization—these are the same reality-evading mech- 
anisms whieh are so commonly utilized in the psyehotie world. When 
massed together with others of his kind, the erowd-man’s infantile men- 
tality is coupled with the crude physical strength of the savage animal. 
Easily swayed by propaganda, his ethical conscience blotted out by the 
swelling flow of emotion or appeased by the image of some ‘‘generous 
eause,’’ he takes refuge in the solidarity of the herd and regresses to primi- 
tive levels of conduct. 

The author’s presentation is in every way fair. Of particular merit in 
this respect is his treatment of what is perhaps the most delicate ques- 
tion in the realm of social psychology: the possible existence of a ‘‘mass- 
psyche,”’ 
ous.”’ 


a group entity with a unit personality and a ‘‘erowd-uneconsei- 
This notion has proved fascinating ground for theoretical specula- 
tion of a quasiphilosophie nature for such littérateurs as the novelist and 
playwright Jules Romains; one of Jung’s pet ideas was that of the collee- 
tive unconscious, and Freud himself has explored the subject in some de- 
gree, The temptation is strong either to mercilessly debunk any such eon- 
cept or to depart on hyperelated flights of unsubstantiated faney. Strecker 
sound-headedly approaches the matter in the following fashion: ‘‘Are 
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groups, crowds and mobs more than the sum of the unit parts of the sepa- 
rate individuals who compose them? Is the group, crowd or mob less 
than its parts? Or more? ... I think it is parodoxically more and less,’’— 
upon which he proceeds to explain in well-delineated detail. Another illus- 
tration of his effort to be fair in taking all elements into consideration js 
his care to point out the distinction between mob-mindedness (with its de- 
basing and heedlessly destructive effects) and wholesome group-minded- 
ness (accompanied by enlightened constructive activity). For complete- 
ness, he might have dwelt more extensively on the function of leadership in 
the cultivation of the group-mind and the mob-mind. 

Of necessity, the later chapters are by far the weakest. From the previ- 
ous observations, an attempt is made to extract some practical implications 
for mental hygiene planning. Surely the ‘‘mob-minded”’ are as mentally 
sick or more so than those who oceupy our psychiatrie hospitals. The prob- 
lem is the more alarming in that it involves greater numbers of individ- 
uals and that such behavior often receives widespread publie sanction, nay 
hearty acclaim from most-revered sources. Moreover, groups are by their 
nature difficult to handle than isolated individuals; this complex state of 
malady is contagious to the point that in the near future it may threaten 
to engulf our entire ‘‘civilized’’ world. When we consider the immensity 
of the task of correcting or preventing group regression and maladjustment, 
it is not strange that the author should betray in this section a slight tend- 
eney to dodge the issue by having recourse to digressions and vague gen- 
eralities. It is surprising that he has done as well as he has. Although 
he provides little in the matter of specifie concrete suggestions, he has 
brought the problem out into the light and aired it. By contributing muceh- 
needed insight, the book performs the invaluable service of paving the 
way for subsequent investigation which may possibly result in the applica- 
tion of constructive measures. The conclusion inevitably reached by 
Strecker is that longlasting solution ean come about only through a spiritual 
reemphasis leading to extensive revision of our present sociomoral and 
socioeconomic setup. Justly observing that ‘‘any plan of mental hygiene 
education is foredoomed to failure unless it is begun early in childhood,” 
he stresses the vital importance of education as the central energizing force 
in any program of social reform. 


Facts and Theories of Psychoanalysis. By Ives Henprick, M. D. See- 
ond edition, revised and enlarged. Alfred P. Knopf, New York, 1939. 

369 pages. Price $3.00. 
Dr. Hendrick has received and enlarged his well-known text which was 
cordially received when the first edition appeared in 1934. In the new 
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edition two chapters have been added, one of which d als with the ext ramedi- 
eal applications of psychoanalysis. Several of the chapters have been ampli- 
fied and one has been rewritten. A glossary in which technical terms are 
defined at some length and a rather elaborate index with cross-references 
to cases add to the usefulness of the book. 

The author is a member of the orthodox school, yet he sees that the presen- 
tations of Adler and Jung have added something to mental science. Withal, 
he does not fail to point out their shortcomings from his point of view: 
Adler’s concepts, for example, tend to be superficial and in some respects 
absurd. As for Jung, the author believes that while Jung’s theories and 
methods may be of advantage in an educational way to certain intellectu- 
ally gifted people in the selection of vocations and in the general direction 
of their life interests, he doubts that his methods cure neuroses. 

Dr. Hendrick has prepared a useful and well-rounded treatise which 
takes into consideration the fundamentals as well as the more recent de- 
velopments. He has done well to present such controversial subjects as the 
death instinet. This was Freud’s latest conception, which he put forward 
with caution. Many of his most loyal followers failed to agree with his 
conclusions thereon, holding that an instinet of death is opposed to the 
so-called primary instincts of life and love. The author in his discussion 
of this point sees phenomena which to him tend to support the theory. It 
is not apparent upon the surface, and possibly it is related in a way to 
physiological processes. It would seem to him that Freud has perceived 
this tendency in that dim region where psyche begins to separate itself from 
soma: The unquestionable tendency toward physiological death is related 
to instinctual regression, the return to the mother, to sleep, to narcosis. 

Chapter 10 is devoted to diseases of the body in connection with the psy- 
choanalytie conception of the whole organism. Gastrie uleer, asthma, 
(iraves’ disease and other examples of allergy are included. The author, 
in giving credit to writers and teachers who have emphasized the psycho- 
somatic elements of mental disorders, refers with approval to the work of a 
Dr. Paul Draper at the Presbyterian Hospital. This is an error: there 
have been two Paul Drapers in this gifted family, but neither was a phy- 
sician; it is Dr. George Draper to whom eredit is due. He is now profes- 
sor of medicine at Columbia University, and for more than 25 years has 
been interested in the constitutional makeup of individuals with reference 
to predisposition to particular types of disease. 

In this new edition Dr. Hendrick has presented a readable and compre- 
hensive treatise on a subject which is still too little known. For a physician 
who wishes to obtain a comprehensive view which is sound and up-to-date, 
the reviewer knows at present of no other book which so well fills the réle. 


JULY—1940—N 
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Common Neuroses of Children and Adults. By 0. SpurGroNn ENGLigu, 
M. D., and Grerap H. J. Pearson, M. D. W. W. Norton and Company, 
New York, 1937. 320 pages. Price $3.50. 

It is heartening to note the interest of pediatricians in psychosomatic 
disorders as they are manifested in infaney and childhood. There is still 
room for pioneer work in that field, and until it is better done than in the 
past not much ean be accomplished by mental hygiene clinics which serve 
adolescents and adults. The time to begin prevention of emotional con- 
flicts and discord is in the bassinet. 

Oliver Wendell Tlolmes believed that for mental health one’s grand- 
father should be selected with greater care, but modern psychiatry sees the 
erucial factors in the home milieu. This is the domain of the family physi. 
cian (if he is to survive) and of the pediatrician ; their cooperation is in- 
dispensable in any movement in the field of mental hygiene. One of the 
authors has made worthwhile contributions to the psychiatry of childhood. 

The book evidently is intended to be an introduction to psychoneuroses 
and psychotherapy, for it begins with the structure of the personality and 
psychosexual development of the child and covers the subject of neurotic 
disorders of children in 13 chapters. The latter half of the book treats of 
neuroses as they are met with in adults; psychoses are not included. 

There is a definite field for a work of this sort. Medical students would 
profit by its systematic study in the beginning of the medical course, for 
what is here to be read is fundamental to the study of psychiatry as taught 
in the leading medical colleges. An extract from the preface will make 
the authors’ plan and purpose clear: ‘‘It is realized that other approaches 
to the understanding and treatment of the neuroses are being made, but at 
the same time the authors feel that the concepts of psychoanalysis do most 
to make these disorders intelligible as well as to give an orientation to them 
which is best for results in their treatment.’’ 


The First Five Years of Life. A guide to the study of the preschool 
ehild. By ARNOLD GrsELL, Ph.D., M. D., et al. Harper and Brothers, 
New York and London, 1940. 393 pages. Price $3.50. 

In this book Dr. Gesell and his capable coauthors offer to all concerned 
with the mental growth of the young child the fruits of their years of ob- 
servation and research at the Yale Clinie of Child Development. Gesell’s 
psychological outline published in 1925 under the title ‘‘The Mental Growth 
of the Preschool Child’’ has been known and valued by child guidance 
workers and others since. The present volume makes use of psychological 
data from the earlier volume but goes beyond and above it. 
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The authors agree that the preschool years comprise the life span from 
birth to the eruption of the sixth-year molar. The total process of child 
development is emphasized, as well as the significance of the principles 
and patterns of mental growth. It is understood that the narrow confines 
of psychometric testing would not do justice to so complex an undertaking. 

Dr. Gesell (author of part one) discusses early mental growth. He dis- 
tinguishes and follows through the progressing maturity of the child as 
examined in four fields of behavior: (a) motor characteristies, (b) adap- 
tive behavior, (¢c) language behavior, (d)  personal-social behavior. 
Throughout his presentation we are made to realize that growth is the ‘‘key 
eoneept.’’ During the first year of life, maturity levels are differentiated 
in accordance with the comparatively rapid pace of growth over that pe- 
riod. Five additional levels comprise the other preschool years up to the 
age of five. The six-year level is presented later in the book. <A pictorial 
survey illustrating preschool behavior at the different levels assists ma- 
terially in the understanding of the progressive patterns of maturity. 

Part two, ‘‘Gradations of Mental Growth,’’ has several authors: Henry 
M. Halverson, Ph.D., Helen Thompson, Ph.D., Francis L. Ig, M. D., Bur- 
ton M. Castner, Ph.D., and Louise Bates Ames, Ph.D. Dr. Halverson de- 
scribes and tests the gradual development of motor skills from compara- 
tively simple motor achievements toward more complex ones. Dr. Thomp- 
son records adaptive behavior with the assistance of test material such as 
building-blocks, eube play, form boards, drawing. She also tests number 
concepts, memory, judgement, esthetic comparison, comparison of weights, 
and problem solving. Dr. Castner interests us in language development 
from the jargon stage to sentences. The field of the personal-social be- 
havior is dealt with by Drs. Ilg and Ames, who find that there are charae- 
teristics or norms of responses to social situations at the progressing age 
levels. Allowance for individual variations must be made, but the recog- 
nition of norms will help in understanding the child’s behavior with re- 
gard to eating, sleeping and elimination. Sound mental hygiene directed 
toward the building-up of adequate self-dependence appears to be the aim 
of the personal-social field. 

Part three was prepared by Dr. Gesell and Catherine S. Amatruda, M. D. 
The philosophy of the developmental examination is taken up by Dr. Gesell. 
He states: ‘‘Developmental examination at its best is not concerned with 
end products as such but with the underlying mechanisms of psychological 
growth.’’ Dr. Amatruda gives useful hints for the conduct of the develop- 
mental examination at the different age levels, its tempo and order. She 
also presents clinical adaptations to atypical conditions, i. e. the examina- 
tio. of children who have emotional and physical handicaps. Dr. Gesell 
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outlines the possibilities of characterization through descriptive formula- 
tion in the four fundamental fields, offering proof through illustrative sum- 
maries. In another chapter, he again stresses the importance of the pre. 
school years and of opportunity for optimal mental growth. Parent eduea- 
tion, preparental education, family life, the import of our democratie go- 
ciety, the dignity of individuality, the educational system, child guidance 
—these offer definite challenges for further research in applied psychology 
especially with respect to the infant and the young child. A list of exam. 
ination records and arrangements as well as an extensive list of selected 
references complete the book. 

Child guidanee workers, nursery school and kindergarten teachers as 
well as other educators, parents, and all those interested in adequate 
guidance and sound mental growth of the child will do well to consult this 
book, ‘‘The First Five Years of Life.’’ They will be able to orient them- 
selves toward the complex mental life and growth of the most important 
early years. They will find occasion to better prepare the road for optimal 
growth without the blinding emotional involvement and perplexity which 
so often create detrimental tension between children and their elders, 


Outline of Psychiatric Case-Study. A practical handbook. By Paut W. 
Prev. Paul B. Hoeber, Inc., Medical Book Department of Harper 
and Brothers, New York, 1939. 140 pages. Price $1.85. 

Nowhere does orality run more rife than in the productions of psychia- 
trists, 

Perhaps their papers are most flagrant, but their ease reports are with 
some uniformity dully long, repetitious in thought and style, and blatantly 
verbose. (Indeed this matter of too voluminous case records holding little 
substance has become almost a matter of administrative concern in some 
institutions.) One’s delight at a brilliantly concise manuscript or an in- 
cisive case report then knows no bounds, and some there are whose pro- 
fessional reputations depend in no small measure upon this charming 
facility. 

Preu here presents a practical outline of the psychiatrie case-study. It 
has been modified repeatedly after adequate clinical use. It represents the 
viewpoint of the department of psychiatry and mental hygiene, Yale Uni- 
versity School of Medicine. From that point of view: ‘‘... the history is 
intended to serve as a working document of use in diagnosis and treatment, 
not as a record written retrospectively after the case-study and treatment 
have been concluded.’’ 

The book consists principally of sections dealing with the taking of the 
psychiatric history and the performance of the mental examination, Other 
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examinations are deseribed, the Snedden Vocabulary Test is outlined in 
some detail, charts and forms are reproduced, and an inclusive index is 
appended. 

Preu’s treatment of the sexual history, the family emotional setting, the 
method of the mental examination, and the examination of the sensorium, 
mental grasp and capacity are excellent. He urges that in the majority 
of eases the psychiatrist take the anamnesis directly from the patient as 
does the internist or the surgeon—tradition to the contrary, although this 
is checked against other sources. 

A few quotations are illustrative of the style and approach: ‘‘ No state- 
ment, positive or negative, concerning a personality trait should be recorded 
without specific examples of what the patient or other people actually said 
or did as supporting evidence unless it is impossible to obtain a definite 
answer.’’ ‘‘Under no circumstances should a guide for clinical personality 
study be used as a check list or questionnaire. The various topies should 
be introduced by the physician and the informant should be asked to dis- 
euss them and to give illustrative examples.’’ ‘‘Finally, on what does 
he actually spend his time and his money? An honest answer to this ques- 
tion may bring the patient’s real interests and needs into sharp contrast 
with his stated ‘official’ conventional interests.’’ 

The book is surprisingly free from error of all types. One might quar- 
rel with a usage on page 42; the order on page 44; the repetitions inherent 
in this system of recording medieal and social histories; the insistence upon 
documentation by verbatim quotations at many points; and the inclusion of 
first attacks in the history of the present illness. These, however, are minor 
things. 

Preu’s ‘‘Outline’ 


, 


is systematic, comprehensible, and practical. May its 
wide use endow with these virtues many of this reviewer’s colleagues! 


The 1939 Year Book of Neurology, Psychiatry and Endocrinology. 
By H. H. Reese, M. D., N. D. C. Lewis, M. D., and E. L. Severine- 
HAUS, M. D. The Year Book Publishers, Chicago, 1940. 784 pages. 
Price $3.00. 

This edition of the yearbook maintains the well-deserved reputation of 
the series as useful concise volumes. The editors have reviewed the large 
amount of literature published in the past year and have selected the most 
outstanding articles, many of which are clearly illustrated by photographs 
or photomicrographs. Helpful comments are given by the editors as well 
as numerous references to recent articles appearing in the journals but not 
published in this volume. The most useful books published in 1939 pertain- 
ing to neurology and psychiatry are listed. An index of authors, as well 
as a detailed subject index, is given so that references may be readily located. 
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Nursing Mental Diseases. By Harrier Baiey, R. N. Fourth edition, 
The Maemillan Company, New York, 1939. Fabricoid leather, 264 
pages. Price $2.50. 


If anyone is well qualified to write a book on the nursing care of mental 
patients, it surely must be Harriet Bailey. The four editions into which this 
book has gone attest substantially to that fact. Her experience has been 
broad and varied. <A graduate of the Johns Hopkins Hospital School of 
Nursing, assistant superintendent of nurses at the Phipps Psychiatrie 
Clinie, principal of the school connected with the Manhattan State Hos. 
pital, onetime director of nursing edueation at Bellevue and allied hospitals, 
nursing inspector for the State Department of Education, secretary of the 
board of nurse examiners of the State of New York—such have been the 
highlights of her eareer. 

For the fourth edition, the text has been completely rewritten and brought 
up to date. In addition to the psychoses proper, her interest extends into 
related fields. There are chapters on nursing psychoses associated with 
encephalitis lethargica and other infectious diseases presenting mental 
symptoms, also pertaining to the nursing care of epilepsy and mental de- 
ficiency. Occupational therapy and physical therapy receive adequate text- 
book treatment. <A glossary of 10 pages will be useful to the student nurse, 

The publishers deserve credit for the attractive makeup of the volume, 
the quality and tint of the paper, and the size and clearness of the type. 
The binding is substantial, 

Miss Bailey’s book will doubtless continue to enjoy wide popularity as 
a nursing text. It is recommended for that purpose. 


Principles of Psychiatric Nursing. By MaApeeNnr Eviiorr INGRAM, R.N. 
The W. B. Saunders Company, Philadelphia and London, 1939. 428 
pages, with glossary and index. Price $2.75. 

Miss Ingram’s textbook is a valuable contribution to the literature of the 
nursing profession, both for the student and for the instructor. The au- 
thor’s simple purpose, as stated in her preface, is ‘‘to discuss, from a nurs- 
ing viewpoint, the care of those who are mentally ill.’? The material for 
this text was secured from the abundant experience not only of the writer 
but of nurses actively engaged in the psychiatric field. For further accv- 
racy and confirmation, the data were submitted to recognized authorities. 

In her presentation, the author has arranged the material logically under 
four principal units, which are in turn subdivided: 

Unit I deals with the history and progress of mental nursing. Genuine 
effort has been put forth to orient the student. 
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Unit II describes the various nursing arts. Emphasis is placed upon the 
particular needs for the individual patient and their variability. Present- 
day therapeutics and techniques are discussed. 

Unit III clearly distinguishes the different types of psychoses with signs 
and symptoms, written up in well-organized and clearly-outlined form. 
Case-studies, therapies and charting are excellently presented. The author 
did not feel it necessary to elaborate on the organic neurological conditions 
associated with personality changes and psychoses. This reviewer strongly 
disagrees with Miss Ingram on this point: A psychiatric nursing text, to 
be complete, should include a discussion of these conditions, for they present 
some of the most trying problems to the nurse in a mental hospital. 

Unit IV is devoted to the extramural situations and to a well-developed 
and helpful chapter on mental hygiene. 

Throughout the text are to be found summary outlines, questions, refer- 
ences and an invaluable glossary, all of which go to make a well-rounded 
and practical textbook. 


About People. A Book of Symbolical Drawings. By WuuiitAM Sreia. 
Random House, New York, 1939. 105 pages. Price $2.50. 


William Steig, known to the discerning as one of America’s master cari- 
eaturists, here presents his conception of human foibles to the number of 
105. Titles ranging from ‘* Mutual Embarrassment,’’ ‘‘Indisputable Pos- 
session,’? and ‘‘Man at a Musieal’’ to ‘‘Hide-out,’’ ‘‘ Anxiety,’’ ‘‘Loss of 
a Memory,’’ ‘‘Self-Consciousness’’ and ‘‘Clown’’ indicate the scope of these 
symbolie drawings. 

Mr. Steig has insight into his people. Indeed, the writer is morally cer- 
tain that he has had direct experience with all these persons and states por- 
trayed. Perhaps this explains their universality. (In this connection it may 
be noted that the book was reviewed in Life with the reproduction of some of 
the drawings.) His style is vivid, his humor though incisive remains sym- 
pathetic and his comment invariably tolerant. The book is therefore recom- 
mended for pure entertainment. 

The reviewer quotes from Arthur Steig’s foreword relative to the artistic 
purpose and classification of these drawings, which he says ‘‘ . . . embody 
a large and, so far as I know, new, development of this artistic phenomenon. 
Here unconscious experiences are for the first time given a plastie expres- 
sion that is neither innate and fortuitous (as in all artistie works) nor 
pampered and absolute (as in surrealistic works), but organized, and re- 
lated in specific terms to the real world.’’ 
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To the student of normal and abnormal psychology, this collection of 
drawings is commended. Too few means of graphic communication of the 
will-o’-the-wisp concepts of this field have been at hand. 

Is it possible that Steig with his drawings of savory popular appeal should 
be conscripted as a mental hygiene crusader? 


Getting More Out of Life. By Josurn JAsrrow, Ph.D., LL.D. Emerson 
300ks, New York, 1940. 312 pages. Price $2.00. 


‘‘Living sensibly accepts the sound rule: nothing in excess.’’ In an in- 
troductory chapter, Jastrow strikes the keynote of his book, whose purpose 
will be to set the stage for a program of wholesome individual personality 
management. Throughout he stresses application of the Aristotelian golden 
mean principle: the fundamental importance of cultivating a sense of pro- 
portion. 

By this time, there is nothing strikingly new in the conception of a volume 
such as this, for since the emergence of psychology into the limelight scores 
of similar items have been turned out for mass consumption, presenting 
the findings of psychologists in simplified form, couched in familiar, raey 
language appropriate to the man in the street. This author himself has 
facilely dashed off three of identical vintage, ‘‘Keeping Mentally Fit,” 
‘*Piloting Your Life,’’ ‘‘Managing Your Mind,”’ in addition to his popular 
discussion of psychanalytie theory entitled : ‘‘The House that Freud Built.” 
Nevertheless, a certain freshness of style and approach with a pervading 
undercurrent of sane philosophy make this another worthwhile addition to 
the library of the nonprofessional reader. 

A few passages call for specifie comment. In view of Jastrow’s partieu- 
lar interest in I‘reud, our glance is arrested on his sections dealing with 
complexes, the subconscious, and the psyehanalytie therapy. Even the gen- 
eral reader of some discretion will wonder whether the author might not 
be bordering on categorical oversimplification in seeming to accuse Freud 
of unqualifiedly assuming that ‘‘all dreams are of serious subjects, that we 
never dream of trivial matters, and that the one and all-absorbing human 
relation is that of sex.’’ (italics are reviewer’s). The principal danger 
latent in any digest or discussion for the vulgus of the contributions of a 
prominent intellectual is the inclination of the writer to be one-sided in 
his interpretation, overemphasizing certain details, so dovetailing his pre- 
sentation as to make the theorist appear far more dogmatic than he ae- 
tually was. <As a result, the average reader, not troubling to delve into 
original sources, is likely to fill his head with a jumbled second-hand as- 
sortment of misconceptions. A large number of the inaccurate impressions 














BOOK REVIEWS 655 


present in the popular mind relative to renowned experimenters in the 
scientific and literary-artistie fields arise from just such inadvertent or 
even half-willful misrepresentations. Happily, Jastrow has in general 
well avoided this pitfall, and it would indeed be unjust to him not to reecog- 
nize that, barring this and perhaps another instance, his treatment of 
Freudian theory in this volume might take place beside Adamson’s piece 
on the ‘‘ polities of the mind’’ as one of the clearer popular expositions. The 
above reservation made, in the spots colored by subjectivity the author 
frankly labels as such his personal opinion and furnishes arguments there- 
for, which the reader is at liberty to aecept or to reject. 

However, a gentle word of warning should be put in concerning his rep- 
resentation of Adler. To many who do not necessarily call themselves Ad- 
lerians, but who see in Adler one of the most level-headed among the emi- 
nent psychologists, the picture of him imparted by Jastrow would seem in- 
complete, to say the least. If it be conceded by this reviewer that Adler is 
not immune to the tendeney to overstress the réle of the inferiority com- 
plex, he would still maintain that this oceupies, after all, a limited relative 
space amid the full well-rounded body of Adlerian thought. Except for a 
brief mention comparing Adler with Freud and Jung on dreams, Jastrow 
fails to bring out adequately the notable freedom from narrow-mindedness 
which characterizes a man who terms himself an ‘‘individual psychologist,’’ 
yet who (far from being a ‘‘rugged individualist’’) so well takes into con- 
sideration the influence of social factors upon the individual personality. 

In the course of his peregrinations, the author makes a generous attempt 
to cover a wide diversity of topics, perhaps reaching bevond the strict im- 
plication of his title. Worthy of note are the sections on ‘‘mind power,’’ 
sense of humor, stimulation and incentive, and the psychology of war. For 
the unenlightened layman a good discussion is presented of the theme ‘‘ Why 
be normal ?’’—‘‘ Who is normal?’’, supplemented by a fair evaluation of 
some of the parapsychological and pseudopsychologieal ‘‘secieneces.’’ This 
reviewer feels that the author overestimates the relative influence of here- 
dity, somewhat neglecting the adjuvant process of conditioning. Two chap- 
ters on the ‘‘sanity of honesty’’ and the ‘‘ psychology of happiness’’ are in- 
teresting bits of philosophicomoral advice based on sound psychological 
sense. 


Analysis of Parergasia. By GuApys C. Terry and Tuomas A. C. RENNIE, 
with an introduction by Apo.r Mryrer. Nervous and Mental Disease 
Monographs, New York, 1938. 202 pages. Price $4.00. 

Terminal dementia, dementia preecox, schizophrenia, parergasia—these 
are the nomenclative steps through which a well-known mental disorder has 
progressed during the past 40 years. 
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Certainly the conception of dementia precox marked an advance from 
that of ‘‘terminal dementia.’’ The latter was a misconception: Kraepelin, 
by substituting the term ‘‘dementia precox,’’ called attention to the early 
appearance of the disorder in the majority of cases, but overemphasized its 
unfavorable prognosis. It is now known that many persons who are fune. 
tioning at a satisfactory level of efficiency have passed through a period 
which might justifiably have been ealled dementia precox. The term 
schizophrenia implies a less profound degree of mental deterioration and a 
somewhat more hopeful prognosis. Included under this term are eases in 
which dementia is not present. Some of them seem to be cases which have 
come to rest, now showing only unobtrusive eccentricities or a moderate de- 
gree of withdrawal from active participation in the environment. Adolf 
Meyer’s conception of the disorder, which he has renamed “‘ parergasia,”’ is 
still more comprehensive; it is particularly his study of the patient and all 
the myriad influences which have been or are being brought to bear upon his 
development which are to be ascertained and evaluated for prognosis and 
readjustment. The authors, who are Meyer’s pupils, write: ‘‘By parer- 
gasia, we mean those disturbances developing in particular constitutional 
types and expressed in vague, autistic fancy, projections, passivity, para- 
noid systematization, formal disorders of language and behavior, incon- 
gruity of affect, and motility disturbances. ”’ 

This monograph presents the results of an intensive study and analysis 
of 77 case histories in which the diagnosis of parergasia was justified by the 
anamneses and subsequent developments over a period of observation. 

The material shapes itself under nine major headings which are the topies 
for the individual sections of the text. Some of these are, for example, basie 
data, hereditary taints, constitutional inferiority, environmental influences, 
personality assets, ete. A number of illustrative cases are presented in 
detail. This section including the discussion of clinical types will prove 
most helpful to the student and will be read with the greatest interest by 
the general psychiatric reader. 

The bewildering variety of clinical reaction-types met with are brought 
out with painstaking detail. The purpose of the study and report is evi- 
dently to present the methods of investigation originated by Mever, carried 
on at the Phipps Psychiatrie Clinie, and which in recent years are becoming 
more widely understood and practised. The monograph is recommended 
as being of fundamental significance. 








ve 
WV 




















Photo by Bachrach 


H. BECKETT LANG, M. B. 

















H. BECKETT LANG, M. B. 


Dr. Lang’s appointment to the superintendency of the Buffalo 
State Hospital, which became effective on July 1, 1940, climaxes 
a career of almost 20 years in the State hospital service. Steadily 
advancing through the successive stages as interne, assistant phy- 
sician and senior assistant physician at the Willard State Hos- 
pital, he became director of clinical psychiatry at the Marey State 
Hospital in 1931. Following this, he was transferred to a similar 
position at the Pilgrim State Hospital, where he assisted in the 
organization of the medical work of that institution. Beginning 
February, 1938, he acted as one of the medical inspectors for the 
State Department of Mental Hygiene; he has thus had an oppor- 
tunity to acquire useful experience in intimate contacts resulting 
from his frequent visits to the institutions of the State. 

Born in Ottawa, Ontario, in 1895, he was yet an undergraduate 
medical student when in 1915 he volunteered for service in the war 
and saw active duty in England and France. Upon the termina- 
tion of hostilities he returned to his medical studies, receiving his 
degree from the medical faculty of the University of Toronto in 
June, 1924. Dr. Lang was married to Miss Clementine L. Allen 
of Ovid, New York, in September, 1926. A contributor to the 
PsycuHiatric QuartrreRLy and to other journals in the medical field, 
he is a fellow or member of numerous medical and scientific socie- 
ties, among which are the American College of Physicians, the 
American Psychiatrie Association, and the American Association 
for the Advancement of Science. 











NOTES 


WILHELM STEKEL 

Dr. Wilhelm Stekel, one of the early and distinguished pupils of Freud, 
was found dead in his hotel room in London on June 27, 1940. 

Forced to leave Vienna at the time of the Anschluss in 1938 because of 
his antiNazi views, he found asylum in London as did so many others of his 
nationality and opinions. Though respected for his contributions (whieh 
were numerous, and included much on homosexuality, sadism and masgo- 
chism), he did not of later years regard himself so much a psychoanalyst 
as a psychotherapist. Like C. G. Jung and Alfred Adler, Stekel withdrew 
from Freud. Unlike them, he differed mainly in the technique, deeming 
the orthodox psychoanalysis too roundabout and slow, too time-consuming 
and expensive for many who are in need of psychic treatment. It is fortu- 
nate that he was able to complete his book ‘‘ Technique of Analytical Psy- 
chotherapy,’’ which was published within the year and which embodies the 
essence of his theories as well as his method of practical application. At 
the time of his death, Dr. Stekel was 74 years of age. 





WINFRED OVERHOLSER: DOCTOR OF SCIENCE 

For his outstanding service in psychiatry, Dr. Winfred Overholser, su- 
perintendent of St. Elizabeths Hospital, Washington, has been awarded 
the honorary degree of doctor of science by Boston University. 

Reeognized as one of the nation’s outstanding authorities in the treat- 
ment and handling of mental diseases, Dr. Overholser has been superin- 
tendent of St. Elizabeths Hospital since 1937. Prior to that time, he had 
filled many posts in the field of psychiatry and had taught in several 
schools. He joined the Massachusetts Department of Mental Diseases in 
1917, and from 1934 to 1936 was commissioner of that department. In ad- 
dition, he has served on the staffs of several mental hospitals and is affili- 
ated with many learned and professional societies and groups in psychiatry. 

St. Elizabeths Hospital is one of the largest mental hospitals in the world, 
and is probably the best known in the nation. It was founded in 1855 and 
since has become internationally famous for its treatment of mental pa- 
tients. Its plant covers 400 acres of ground in Washington and comprises 
more than 168 buildings. Its present population is more than 6,500. The 
hospital had been a bureau of the Department of the Interior from its 
founding until this year. It severed its 85-year association last month, 
when under the President’s reorganization plan it was transferred to the 
Federal Security Agency. 
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Before receiving his M. D. degree from Boston University, Dr. Over- 
holser was graduated from Harvard University in 1912. The positions he 
has held include those of resident physician, Evans Memorial Hospital, 
soston, 1916-17; assistant physician, Westborough State Hospital, 1917-20; 
assistant superintendent, Gardner State Hospital, 1920-21; assistant super- 
intendent, Medfield State Hospital, 1921-24; assistant to the commissioner, 
Massachusetts Departinent of Mental Diseases, 1924-25; director, division 
for examination of prisoners, 1925-30; assistant commissioner, Massachu- 
setts Department of Mental Diseases, 1930-34; commissioner, Massachusetts 
Department of Mental Diseases. 

Dr. Overholser served during the war of 1917-1918 both in this country 
and overseas as an officer in the neuropsyehiatrie section of the Army Medi- 
eal Department. He was formerly professor of psychiatry at the Boston 
University School of Medicine and lecturer at the Boston University 
School of Law. He is now professor of psychiatry at the George Wash- 
ington University School of Medicine. He was formerly president of the 
Massachusetts Psychiatrie Society and of the New England Society of 
Psychiatry ; a former member of the council of the American Psychiatrie 
Association, he has for a number of vears been chairman of the committee 
on the legal aspects of psychiatry of that association. He is a member of 
the Federal Board of Hospitalization and of the medieal council of the vet- 
erans administration, and is a diplomate of the American Board of Psychi- 
atry and Neurology. He has contributed numerous articles to medical and 
legal journals, particularly on the legal aspects of mental disorder and on 
mental hospital administration. 





DR. HUTCHINGS HONORED BY COLGATE 

On behalf of the Department of Mental Hygiene, those who have been 
associated with Dr. Hutchings on the editorial staff of this journal wish to 
felicitate him on the so well deserved honor recently conferred upon him by 
Colgate University. On June 10, 1940, that institution designated him 
doctor of science, with the following citation: 

“Richard Henry Hutchings was graduated from the Bellevue Hospital 
Medical College in 1891 with the degree of doctor of medicine. He joined 
the staff of the St. Lawrence State Hospital and at the age of 34 was made 
the superintendent. He was chief psychiatrist of the Eighty-first Division 
at Camp Jackson and later he was assigned to the office of the surgeon 
general, division of special hospital and reconstruction, with the rank of 
major. He completed his war service as chief of the division of neuropsy- 
chiatry of General Hospital 31 at Plattsburg Barracks. In 1919 he be- 
came the superintendent of the Utiea State Tlospital, and under his diree- 
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tion the Marey State Hospital was constructed and developed. At the eli. 
max of his professional career the eminence of his position in psychiatry 
was recognized by his election as president of the American Psychiatrie he 
sociation and by the naming in his honor of the imposing new assembly hall 
at the Utica State Hospital. His interest and instruction have improved 
the training of his medical colleagues, medical students and trained nurses, 
but he has influenced a wider audience as author and editor and lecturer 
to college groups. Above all in his administration of great institutions he 
has maintained a kindly interest in people.’’ 





NEW STATE HOSPITAL 

Steps are being taken toward the construction of a new State hospital 
near Deer Park, Long Island, for which an appropriation of $5,628,000 was 
made by Chapter 466 of the Laws of 1939. A supplemental appropriation 
of $981,000 was made by Chapter 130 of the Laws of 1940. The first con- 
struction contract for the new institution will include an infirmary for 
1,500 patients and an acute medical and surgical building for 150 patients, 
Bids were received for the construction of these buildings on June 12, 
1940. The law providing for the new hospital specifies that it shall accom. 
modate at least 8,000 patients. The Department of Mental Hygiene ex- 
pects, however, that ultimately the institution will care for 10,000 patients, 





SALMON MEMORIAL LECTURES 


The Salmon Memorial Lectures, which were to have been given in New 
York City this spring by Dr. Alexander Luria, the distinguished Russian 
psychiatrist, have been postponed. The next series will be given by Dr. 
Nolan D. C. Lewis, director of the New York State Psychiatrie Institute 
and Hospital. The lectures will be delivered at the New York Academy of 
Medicine on November 8, 15 and 22 of this year. 





AMERICAN JOURNAL OF MENTAL DEFICIENCY 

At a recent meeting of the American Association on Mental Deficiency, 
it was determined to inaugurate as its official organ the American Journal 
of Mental Deficiency, which is soon to make its appearance. Dr. Edward 
J. Humphreys of Thiells, N. Y., was chosen editor, and Dr. E. Arthur 
Whitney of Elwyn, Pa., business and circulation manager. Dr. Hum- 
phreys is prominent in circles interested in mental deficiency and has been 
for some years director of research at Letchworth Village. Dr. Whitney 
is well known as medical superintendent of the Elwyn Training School. 
An editorial board is to be selected and will be announced at a later date. 
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QUARTERLY JOURNAL OF STUDIES ON ALCOHOL 


Since the discontinuance of the British Journal of Inebriety, that par- 
ticular medicosociological field has not had in the English language an 
authoritative organ. The appearance of the Quarterly Journal of Studies on 
Alcohol promises to fill this want. What is greatly needed is a journal 
that will prove to be free from domination by propaganda-minded groups ; 
neither temperance nor prohibition advocates should secure a hearing in 
its pages. There should be no suspicion of anything but unbiased conclu- 
sions resulting from adequate investigation and experimentation. 

The Quarterly Journal is published under the auspices of the A. A. A. S. 
and an editorial committee representing the Research Couneil on Problems 
of Aleohol. Among contributors to the first number are names well known 
to readers of the QUARTERLY, among them Nolan D. C. Lewis and Abraham 
Myerson. 





STUDY TO EVALUATE ORIGINAL SEROLOGIC TESTS 
FOR SYPHILIS 


More than five years ago the Committee on Evaluation of Serodiagnostie 
Tests for Syphilis, in cooperation with the United States Publie Health 
Service, conducted a study to evaluate original serologie tests for syphilis 
or modifications thereof in the United States. The results of this study 
were published shortly after the investigation was completed. 

Consideration is now being given by this committee to the organization 
of a second evaluation study of original serologie tests for syphilis or modi- 
fications thereof within the next year. If the need for an investigation of 
this kind seems to justify the cost, invitations will be extended to the au- 
thors of such serologic tests who reside in the United States, or who may 
be able to participate by the designation of a serologist who will represent 
them in this country. The second evaluation study will be conducted utiliz- 
ing methods comparable to those employed in the first. 

Serologists who have an original serologie test for syphilis or an original 
modification thereof and who desire to participate in the second evaluation 
study should submit their applications not later than October 1, 1940. The 
applications must be accompanied by a complete description of the technique 
of the author’s serologic test or modification. All correspondence should 
be directed to the Surgeon General, United States Public Health Service, 
Washington, D. C. 
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G. ALDER BLUMER DIES 


Dr. G. Alder Blumer, former superintendent of the Utica State Hospital 
and of Butler Hospital in Providence, died April 25, 1940, at the age of 82 

Dr. Blumer was born in Sunderland, England, May 25, 1857. His early 
education was obtained in schools in his native country, in Germany, and in 
France. Later he attended the University of Durham, the University of 
Edinburgh, and the University of Pennsylvania. Ie received his medica] 
degree from the last-named institution in 1879. He became assistant physi. 
cian at the Utica State Hospital in 1880 and was promoted to the super. 
intendeney in 1886. He held this position until 1899, when he resigned to 
accept the superintendeney of Butler Hospital. While at Utica, Dr. Blumer 
was one of the editors of the American Journal of Insanity, a predecessor 
of the PsycHiATRIC QUARTERLY; he was also a lecturer on mental disease 
at the Albany Medical College. His unusual ability as administrator, 
writer and lecturer won him recognition as one of the leading hospital su. 
perintendents and psychiatrists of the country. In 1903, he served as 
president of the American Psychiatrie Association. The officials of the 
Utica State Hospital showed their regard for him in 1921 by naming in 
his honor the new research laboratory at that institution. 











